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‘AND THE FUTURE’”’* 


By Sir E. FarquHar Buzzarp, Bart., K.C.V.O., 
D.M. Oxon., F.R.C.P. Lond. 


REGIUS PROFESSOR OF MEDICINE IN THE UNIVERSITY 
OF OXFORD 


Tus is not the occasion to enumerate, much less 
to discuss, all the difficulties in front of us, the over- 
coming of which will need much wisdom and much 
courage, but I may perhaps be allowed to put forward 
certain fundamental principles which, in my opinion, 
should influence the purpose and course of new 
developments in practice, and to suggest how medical 
education may possibly be modified to meet their 
needs. 

When I was a medical student 40 years ago such 
names and expressions as the Ministry of Health, 
municipal hospitals, and panel practice; antenatal, 
infant welfare, and child guidance clinics; tuber- 
culosis dispensaries and orthopzdic centres ; almoners 
and health visitors; X rays and physical medicine ; 
mental hygiene, psychotherapy, and even theinferiority 
complex were unknown to our vocabulary. And to 
what cause is this beautiful enrichment of the English 
language to be attributed? The answer to that 
question cannot be disputed, but is, in a sense, three- 
fold. First, the unprecedented growth of scientific 
medicine during the last 50 years; secondly, the 
recognition by the State and the general public 
that the application of this knowledge can contribute 
materially to the safety, welfare, and happiness of the 
community ; and thirdly, the very just demand that 
every member of the community, even the rich, 
should have the right to share in the benefits made 
available by the progress of knowledge. 


Collective Security 


It is not surprising that, in the haste to make 
practical use of new armour and new weapons, the war 
against disease has been conducted on a wasteful and 
ill-organised system. It is most satisfactory to learn 
that the State, represented by the Ministry of Health, 
the Meaical Research Council, and local authorities ; 
the profession, represented by our Association ; and 
the public, represented by enlightened citizens who 
generously sacrifice much of their time and energy 
to voluntary organisations, are not only awake to 
the dangers of independent action, but are displaying 
an admirable willingness to pool their resources and 
to codperate for the common good. If this spirit of 
collective security is not yet universal throughout 
the country I can assure you that it is very evident in 
the city and county of Oxford. 

Underlying the whole problem of providing the 
population of this country, and, indeed, of any 
country, with an efficient medical service are the 
conflicting claims of time and money, and a few 
words on each of these will not be out of place. It is 
probably true to say that the time factor is not yet 
popularly recognised as the most important ingredient 
of efficient medical practice, and that every addition 
to the store of medical knowledge enhances its value. 
The more possibilities open to the mind of the doctor, 
the more paths of inquiry he is obliged to pursue, the 
more evidence there is collected to be weighed, the 


* Abridged from the president’s address delivered on Jul 
2ist, 1936, before the 104th annual i 
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longer is the time he needs to do justice to his patient. 
The not uncommon belief that the speed with which a 
doctor arrives at a diagnosis is an indication of his 
professional ability rather than of his business capacity 
cannot be seriously supported, and even if it may be to 
some extent justified when a case of fully developed 
disease is placed before him it lacks all foundation 
when he is confronted with what are known as minor 
ailments. If the standard of health of the community 
is to be raised it can only be by the earliest possible 
detection of slight departures from normal health and 
by the prompt initiation of measures for their arrest. 
It is at this stage that recognition of illness is most 
urgent and fruitful, and it is then, far more than later, 
that the doctor requires time in order to bring all his 
knowledge and all his technical resources into action. 
Both oral and physical examinations of the patient 
involve expenditure of time, and in most cases the 
former is the more lengthy as well as the more 
enlightening piece of research if skilfully pursued. 
While opinions may differ as to the value of the 
viva voce in an Oxford honours school there can be no 
doubt as to its predominant worth in the consulting- 
room. And if this is true in regard to the diagnosis of 
disorders which afflict the body it is certainly not less 
true when disorders of the mind are the subject of 
investigation. 
Time and Money 


Any medical service, therefore, which aims at the 
prevention and early detection of disease, to say 
nothing of the preservation of health, must provide 
the doctor with ample time to carry out his work, 
and I have no hesitation in adding the better educated 
the doctor the more time will he require. The chief 
flaw in a badly organised service, such as that which 
has evolved in this country during the last century, 
is lack of time, and both the general practitioner and 
the consultant, in order to earn a living wage, are 
frequently obliged to undertake far more work 
than they can deal with efficiently in the hours at 
their disposal. Under the present system it would be 
necessary to double the number of doctors in order to 
obtain an adequate service, and such a measure would 
rapidly lead to their starvation. That, in a word, is the 
problem before us, and if the community cannot afford 
to support a hundred thousand instead of fifty 
thousand doctors—and you will readily agree that it 
cannot—every effort should be made to ensure that 
time and energy, as well as money, are not wasted in 
any system of service we are engaged on developing. 

Fortunately sciences other than that of medicine 
have not been idle meanwhile, and modern means 
of communication and of transport not only save 
valuable time but make possible the establishment 
of health centres where the personnel and special 
equipment necessary for skilled diagnosis and treat- 
ment are easily accessible to, and capable of serving, 
large surrounding areas of population. 

But every medical man and woman within such an 
area must belong to the service. The day has passed 
when any doctor, whether in general or consulting 
practice, can legitimately pretend to carry on as an 
isolated and independent unit ready to meet all the 
requirements of his patients. In his own interests, as 
well as in those of his patients, he must be part of a 
team, recognising the responsibilities and enjoying the 
advantages which team-work alone can provide. And 
if time and money are to be saved there must be the 
least possible overlapping of duties, each member 
of the team having his own specific functions te 
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perform in the general service. For similar reasons 
it is essential that the health centre should recognise 
practitioners within its area as an integral part of 
the scheme, each with a personal and privileged 
interest in its successful organisation. 

There are, indéed, two reasons why general prac- 
titioners should become more intimately associated 
than heretofore with the health centre of the area in 
which they practise. In the first place, a long experi- 
ence as a member of the honorary staff of at least 
five different voluntary hospitals has convinced me 
that these institutions are all understaffed, and that 
in consequence the standard of efficiency is not as 
high as it should be or as it would be if general prac- 
titioners were more frequently asked to participate in 
the work. In the second place, the general practitioner 
would undoubtedly benefit if he could devote even two 
or three hours a week to responsible hospital work, thus 
keeping in touch with his colleagues in the service and 
abreast with contemporary increments of knowledge. 


Health Centres 

Perhaps I should indicate at this stage what I have 
in mind when alluding to the “health centre” of a 
district. It is not very easy to define, but I envisage 
a central board, based, geographically as it were, on 
the chief hospital, voluntary or municipal as the case 
may be, but representative of all interests and 
institutions concerned with the health of the district. 
Round the table would be seated not only the 
municipal lions and the voluntary lambs, but, where 
a medical school is included, delegates of the more 
academic departments of medicine. The chief duty 
of such a board would be that of codrdinating all the 
preservative, preventive, and curative services within 
the district, of avoiding overlap and wastage, and of 
thus assuring the public that its financial contributions 
to the common cause of health, both voluntary and 
levied, are used to the best economic advantage. 

It will be agreed, I think, that we have the materials 
ready at hand in most parts of the country for building 
up such health centres with their medical services, but 
much ingenuity and yet more goodwill are needed for 
the process of moulding and cementing their con- 
stituent portions. We may go further and agree that 
such an organisation is the natural development of 
past and present services and capable of adaptation to 
modern conditions and requirements, while preserving 
all that is best of our old institutions and traditions. 

So far I have sketched in rough outline a scheme of 
medical service which is designed, when sufficient 
pay-beds are provided, to meet the needs of all 
classes of the community, and submit that in general 
terms it represents the natural outcome of current 
developments. But when it comes to a consideration 
of the medical staff necessary for this service and the 
functions to be allotted to its various members I find 
myself on less secure ground. Perhaps you will grant 
me some measure of prophetic sc 2 regard = 
my suggestions. Taking, for example, a large centre 
ardne a large area, based on a voluntary hospital 
with a medical school, associated with one or more 
municipal hospitals, some special hospitals, the local 
department of public health, and various ancillary 
services and clinics, and assuming the agreed establish- 
ment of some coérdinating board and machinery, 
at least three questions need answers—What staff is 
required * . What financial provision must be made 
for it? What kind of training does it need ? 


Problem of Staffing 


The long-established system under which the large 
voluntary hospitals, with or without medical schools, 


have been staffed by doctors who earn their living in 
consulting practice and give their services to the 
hospital has been on the whole successful. The 
mixture of private and hospital practice has been 
educationally good for the doctor and has tended to 
keep up the standard of his work. It has the defect, 
to which I have already referred, that often he has 
more work than he can do satisfactorily in the time 
at his disposal, and little or no leisure in which to 
utilise his experience and his observations for the 
advance of knowledge. This could be remedied by 
increasing the size of the honorary staff of such 
hospitals, but the whole system is threatened by the 
establishment of municipal hospitals all over the 
country, which in the future will be equally well 
equipped, will afford the same opportunities for 
clinical study, and which will be prepared to pay for 
full-time or part-time service. This fact, together with 
the gradually increasing demand of well-to-do 
patients for treatment in hospitals, must inevitably 
lead to the disappearance of the purely honorary 
position of the staff in voluntary hospitals and to some 
system of payment for their part-time services. As 
the income of voluntary hospitals is becoming more 
and more dependent on the contributions of patients 
there seems to be no insuperable obstacle to bringing 
them into line with the modern municipal hospital 
in this financial as well as other respects. 

Far more obvious and far more serious are the 
changes which, of recent years, have disturbed and still 
threaten the character, the scope, and the finance of 
general practice. Insidiously but steadily has general 
practice been lopped of many of its branches and, in 
the absence of any determined attempt to redefine 
its functions as an integral part of a large health 
scheme, its future is both uncertain and unattractive. 
This position has been reached partly, it must be 
admitted, as the result of the professional apathy, 
but chiefly in response to the demand of the public, 
for economic and other reasons, that various services, 
not entirely limited to the field of public health, 
should be controlled by local or statutory authorities. 


Future of General Practice 


On the other hand I fail to see why general practice 
should not assume a more important réle in the future 
of medicine than it has played in the past, and at the 
same time re-establish some of the personal family 
doctor relationships, recently imperilled, on secure 
and useful foundations. 

The general practitioner has often been called the 
backbone of the profession. He should, I suggest, in 
future be regarded as the finger of the profession, and, 
not being an osteopath, I assign to the finger far more 
valuable functions than those allotted to the vertebral 
column. Fingers are the most sensitive parts of our 
peripheral anatomy, the most highly trained instru- 
ments for detecting irregularities and abnormalities 
in the objects with which they come in contact, and 
it is to those fingers of the profession, the general 
practitioners, that we must look for the discovery of 
imperfections in our midst. That, in itself, is a task 
which, as I have already stressed, needs much time 
as well as skill, and it is only proper that those engaged 
on it should relinquish a considerable portion of 
their responsibility for the care of patients who are 
seriously ill and who will, inevitably, drift.more and 
more to institutions for investigation and treatment. 
The saving of life has become the job of institutional 
team-work ; the saving of health and the prevention of 
illness, in the long run of far greater interest to the 
welfare of the community, must be initiated by the 
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general practitioner in the home. But it is essential 
that, if this urgent task is to be performed efficiently, 
general practitioners should, as part-time officers, help 
to staff those medical services, preventive and 
curative, which have been diverted to the control of 
public health authorities. Otherwise overlapping of 
duties and waste of time and money are unavoidable, 
and, still more to be regretted, the personal interest 
of the general practitioner in the welfare of his flock 
will be dissipated by the frequent experience of losing 
touch with its members. It should be the obligation 
of the health centre, in its capacity of coérdinator 
of all services, public as well as private, to make 
sure that general practitioners are rightfully regarded 
and employed as priests of preventive medicine. 


Health Education 


In adumbrating this evolution of general practice 
I haye not been deaf to the popular clamour for 
education in the means of maintaining the health of 
the individual on the one hand and in raising the 
standard of health of the race on the other, and this 
call will be answered if the public come to look upon 
the practitioner as the protagonist of health as well 
as the alleviator of suffering, and if the practitioner 
is trained to supply the necessary information and 
advice. It is of interest, in this connexion, to note 
that the chief recommendations made by those who 
have recently considered the medical curriculum all 
indicate a recognition of the part which the prac- 
titioner will be expected to play in the future. 
Emphasis has been laid on the imperative need for a 
high standard of general education without which the 
practitioner’s influence on the lay mind in matters of 
health lacks authority. Special prominence is given 
to the student spending more time than hitherto in 
acquainting himself with minor ailments, and all 
teachers of medicine and surgery are exhorted to 
bring before their students methods of preventing 
as well as methods of fighting disorders of the mind 
and body. Medical psychology and psychotherapy 
have now for the first time been given an assigned 
place in the curriculum, and, finally, the importance 
of some knowledge of genetics has not been over- 
looked. If these recommendations are really imple- 
mented we may hope that the general practitioner 
may retain his position as the family guide, philo- 
sopher, and friend, and, at the same time, as part 
of an organised medical service, be able to command 
for his patients such special advice, skill, and equip- 
ment as are required to supplement his own efforts. 


Research Centres 


You may think it strange that in this place and at 
this time I have delayed so long any reference to the 
urgent call for more knowledge, to the paramount 
claims of medical research. The picture I have painted 
of possible, perhaps probable, developments in 
practice formed a necessary background to what I 
contemplate in regard to this pressing and difficult 
problem. 

I have heard it stated that the level of British 
contributions to new knowledge in medicine has fallen 
in recent years and that the great advances in treat- 
ment have, in almost every instance, originated abroad. 
Be this true or not there can be little doubt that men 
with the flair for advancing knowledge have little 
encouragement to give adequate time to preliminary 
training in methods of research or to devote their 
lives to the prosecution of scientific inquiries. A 
living wage in these fields of labour is not easily 
obtainable, and promotion to posts free from financia} 


anxiety is lamentably uncertain even to the most 
promising candidates. Although this defect has long 
been recognised, attempts to overcome it have met so 
far with no complete success. Is it possible that the 
establishment of organised health centres on the 
lines I have indicated may help to provide a livelihood 
for a limited number of men and women well qualified 
to promote our knowledge of health and disease ? 

It can hardly be denied that every large health 
centre, and certainly those embracing medical schools, 
should include among its activities a department of 
research. Such a department would need a small 
number of beds in one of the hospitals, special 
laboratory accommodation, a director, and assistants. 
The director and assistants would be whole-time 
officers, and their energies should not be dissipated in 
teaching or in carrying on private practice. Such a 
department would help to raise and maintain the 
standard of scientific medicine throughout the centre, 
and its doors would be open to any member of the staff 
of the centre who had the time and inclination and 
ability to join in the quest for knowledge. The main 
field of research in each centre would vary with the 
choice of the director, and it would be all to the 
benefit of progress if, for instance, in one place there 
was a bias in favour of surgery,in another in favour 
of neurology, and in another in favour of therapeutics. 

If this principle is conceded, and to some extent it is 
already acted upon here and there in an undeveloped 
way, there still remains the desirability, if not the 
necessity, of providing at least one school in the 
country for training men and women, the majority of 
whom would devote their lives to medical research, 
would not earn their living in practice, and would 
aspire to the position of the director of a research 
department in a large centre. 

Such a school should have at least three depart- 
ments representing the three great branches of 
clinical work, medicine, surgery, and gynaecology 
combined with midwifery, each under the direction 
of a recognised leader well fitted for the important 
task of linking observations at the bedside with those 
made in laboratories. It should »e in close touch 
with physiological, biochemical, anatomical, patho- 
logical, pharmacological, and radiological institutions, 
and it should be free from any heavy burden of 
teaching medical students. In some respects, in its 
constitution and aims, it would play the part in 
academic medicine which the staff college plays in the 
military world; that is to say, in advancing know- 
ledge and in training officers for similar work in other 
fields. The resemblance is even stronger in that it 
would be a centre where men desirous of completing 
their education in scientific medicine could spend 
a period of time, perhaps two or three years, in 
pursuing research, before devoting themselves to 
teaching and consulting practice. 


Research at the Bedside 


Without desiring to join either the one side or the 
other in a current controversy as to the merits of 
bedside observations in advancing knowledge, I am 
convinced that in the future even the best clinician 
will need to keep thoroughly abreast with the methods, 
the meaning, and the language of the ancillary sciences 
if his investigations are to be blessed with success. 

It must, I feel sure, have occurred to the minds of 
many that observations are constantly being made in 
the wards of a hospital which would bear rich fruit 
if cultivated in a pharmacological, physiological or 
biochemical laboratory, and that the results of many 
laboratory experiments would stimulate new branches 
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of inquiry at the bedside if the clinician and his 
scientific colleague were more closely associated in 
their daily work and had the time and opportunity 
to discuss their problems. In a medical school where 
research, and training in the methods of research, 
were the chief considerations such an atmosphere of 
collaboration could easily develop and many inspired 
thoughts, now born but to perish in the turmoil of 
teaching and practice, might grow to maturity. 
The day has come when we must recognise that not 
only time but skilled technique is required for the 
further disclosure of biological and pathological 
secrets, and that research, unwilling as we may be to 
admit it, must rank as one of the numerous specialties 
in the field of Medicine. 


Conclusion 


Rightly or wrongly, then, I envisage great modifica 
tions in both medical practice and medical education, 
the latter being influenced iw a great extent by the 
special and various needs of the former. The large 
medical schools of the great cities will continue to 
educate candidates for general practice, modifying 
their curriculum, however, on the lines I have indi- 
cated, in order to equip the practitioner for his 
particular functions in the general scheme of medical 
service. 

Candidates for consulting and teaching positions will 
need to supplement their three years of clinical 
training by post-graduate courses in special depart- 
ments or by working for two or three years in an 
institute of research. A limited number of students 
with the inclination and capacity for a more academic 
career should have the opportunity of graduating in a 
school in which the scientific aspects of medicine 
occupy a prominent position and where they can 
pursue their post-graduate training in the methods 
and technique of research as a natural sequence to 
their undergraduate studies. 

All the fundamental requirements for the organisa- 
tion of health centres and regional medical services 
throughout the country are in being, with the excep- 
tion of a medical school largely devoted to the 
advancement of knowledge and to the training of 
those who, by ambition and ability, are fitted for a 
career in clinical research. 

The suggestion has come to me from more than one 
quarter that here in Oxford are to be found the basic 
needs for such a school and the ideal atmosphere for its 
expansion. We have all the ancillary scientific depart- 
ments, admirably equipped and ably directed; we 
have a large and several smaller hospitals with ample 
and varied clinical material; and, in the Nuffield 
Institute, we have a magnificent structure near which, 
thanks to the munificence and foresight of its generous 
godfather, is the space for such further buildings as 
may be required. 

An ambitious dream, perhaps, but, if it came true, 
the future growth and development of the Oxford 

medical school would be more than worthy of its great 
traditions. 








La SEMAINE M&pICALE INTERNATIONALE.—The 
second international medical week organised by the 
Schweizerische Medizinische Wochenschrift will be held 
from August 3lst to Sept. 5th at Lucerne. The subjects 
to be discussed include circulatory and respiratory infec- 
tions, tuberculosis, metabolism, children’s diseases, and 
toxemias. Among those who will attend the conference 
are Prof. J. A. Gunn and Prof. Edward Mellanby, F.R.S. 
A detailed programme may be had from the secretary 
of the meeting, Klosterberg 27, Basel, Switzerland. 


SEPTIC ENDOCARDITIS * 
By Lorp Horper, K.C.V.0., M.D., F.R.C.P. Lond. 


CONSULTING PHYSICIAN TO 8ST. BARTHOLOMEW’S HOSPITAL 





I BEGIN, very naturally and very happily, by 
expressing my sense of the honour you pay me in 
asking me to deliver the Osler oration this evening. 
It were a pleasurable thing to do even if my only link 
with the great clinician in whose memory this club 
was founded took the form of that distant admiration 
and respect which thousands of my generation possess. 
It is pleasanter still when I recollect that I enjoyed 
a personal contact with him, both as pupil and 
as junior colleague, over several years, that he 
paid me the unique compliment of asking my help 
during his fatal illness, and that I was present at 
the time of his death. This oration is the most 
signal tribute which it is possible to pay to a man 
who had in very marked degree the capacity for 
attaching others to himself by the lasting ties of 
loyalty and of affection. I am grateful that you have 
given me the opportunity of paying it. 

I am not unaware that these orations frequently 
deal with matters of medical history and biography, 
and so help to perpetuate that atmosphere of delightful 
detachment which tradition has woven about the 
memory of Osler. I am much less competent to take 
this path than I am to touch upon some aspects of 
Osler’s clinical work, and I propose to follow my bent 
this evening. Osler’s contributions to medicine were so 
numerous and were spread over such a wide field, 
that it is not difficult to light upon a subject that 
overlaps with one of these, whatever may have 
been the orator’s own essays in medical observation 
and research. That I choose the story of endo- 
carditis will not surprise many of my hearers and 
I trust that, in doing so, I shall not run too great 
a risk of boring them by the recital of a tale which 
has been already told a good many times. My 
apology must be my own interest in the matter and the 
fact that the story of every obscure disease needs 
retelling from time to time. 

Osler’s interest in endocardial infection began 
very early in his career. He chose endocarditis as 
the subject of his Goulstonian lectures in 1885. 
It was then that he suggested the fearsome word 
“malignant ” for the form of endocarditis which had 
previously been known as “ulcerative.” Though 
the prognosis in this type of endocarditis fully 
justified his nomenclature, and justifies it no less now 
than then, Osler would probably have refrained 
from using the term had he known the degree to which 
knowledgeable relatives and friends would familiarise 
themselves with medical terms during the next few 
decades. Even in face of the socialisation of medical 
terminology, which is a feature of modern times, 
we still see the introduction of the same ominous 
word, as in an effort to differentiate certain groups 
of patients who present the feature of hyperpiesis. 
But whether for the reason I have suggested, or 
because it is so non-committal as to be better for the 
purpose in hand, Osler later preferred the word 
“septic,” and used it for the most part in his subse- 
quent writings. I still follow him in thinking this to 
be the word of election. 


Early Observations 


Osler tells us that it was during his review of the 
literature of the subject, in preparing the College 





* The Ninth Oslerian Oration delivered to the Osler Club of 
London on July 13th, 1936. , 
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lectures, that he was struck by the protracted 
histories given by such observers as Wilks and 
Bristow in connexion with some of their cases of 
the septic form of endocarditis. To Wilks we owe the 
synonym “ arterial pyemia,” a view of the mechanism 
of the process by which the most significant part of 
the clinical picture is achieved—embolism—that 
demonstrates admirably the astuteness of his observa- 
tions. In 1903 Osler first ventilated his own experience 
in the direction of the chronic course run by a number 
of the cases in a paper in the Practitioner, in which 
he reported a couple of cases. In one of these cases 
the disease lasted ten months; in the other just a 
year. In connexion with these cases the author 
drew attention to some important features which 
remain salient elements in the clinical picture as we 
paint it to-day. Amongst these were the almost 
invariable presence of old valvular disease, the 
fact that no special change was prone to occur in the 
heart itself even after the disease had lasted for 
several months, that rigors may not occur at any 
time, that the chronic cases are more common in 
private than in hospital practice, and that the infarcts 
found post mortem did not suppurate. Most important 
of all Osler’s observations at this time was the 
diagnostic importance of the skin lesions which 
justly bear his name, those ephemeral nodosities 
of the French which he described as “ painful sub- 
cutaneous nodules of a peculiar form, not exactly 
like the fibroid nodules of rheumatic fever, but 
rather resembling minute emboli of the skin. The 
spots are painful, reddish, slightly raised, and dis- 
appear in a day or two.” 


The Picture Reviewed 

At the 1908 meeting of the Association of Physicians 
in this country, Osler amplified considerably his 
account of the chronic type of septic endocarditis. 
I had myself been working at the subject for some 
years, both on the clinical and pathological side. 
My results were published in the Quarterly Journal of 
Medicine for April, 1909. I was able to show that the 
chronic cases, a number of which I reported, were 
invariably associated with microbes of a low order of 
virulence, for the most part streptococci of the 
salivary and fecal types, but occasionally a Pfeiffer- 
like bacillus or at times a micro-organism that it was 
exceedingly difficult to classify at all. This sub- 
infection accounted for the chronicity of the disease 
and also for the absence of suppuration in the infarcted 
organs. It contrasted with the much more virulent 
infections by Streptococcus pyogenes (vel hemolyticus), 
Staphylococcus aureus and the gonococcus, as seen in 
the acute cases. At about the same time Libman, 
who had been doing good work by popularising 
blood cultures in America, began to make valuable 
contributions to the subject. He confirmed the results 
of other observers, and suggested the term ‘“‘ sub- 
acute”’ for the cases which Osler and I called 
“chronic,” and for which the further name “ endo- 
carditis lenta ’’ had also been introduced. Libman’s 
papers appeared so thick and fast that from sheer 
persistence his term ‘subacute bacterial endo- 
carditis’ came to displace the older term “ chronic 
septic endocarditis.”’ Confusion occurred for a time, 
witness separate accounts of the “chronic’’ and the 
“subacute ’’ disease in the ninth edition of Osler’s 
text-book. I accept the “subacute,” but not the 
‘** bacterial,’’ and consider the best name for the 
type of case we have in mind is “subacute septic 
endocarditis.”” 

To the clinical picture as outlined by Osler and 
myself some useful additions have been made. Libman 


has stressed the frequency of the “ café-au-lait”’ 
complexion. Cotton drew attention to the frequency 
of clubbing of the fingers. Several observers have con- 
firmed the tendency of the leucocyte count to be in the 
region of 10,000 and the fact that in not a few cases 
there may be a leucopenia. The slow development of 
a special form of nephritis has become a familiar 
finding, and to Baehr and Gaskell in particular we owe 
the description of the characteristic glomerular 
changes accompanying it. 

The immunity of the pericardium and of the 
myocardium throughout the greater part of the 
duration of the disease, and not infrequently until 
the very end, has been commented upon by several 
observers, and the absence of arrhythmias is a striking 
feature. These facts, and some others, led me to the 
statement that the disease was, indeed, not a disease 
of the heart, but was the only true endocarditis. 
For both of the other great causes of endocardial 
damage—rheumatism and syphilis—are exceedingly 
prone to involve the heart wall, and the former is 
prone to involve the pericardium also. 

The influence of congenital defects, in connexion 
with the aortic cusps—an observation as old as Paget 
—has been firmly established, and it is now conceded 
that the defect may be quite trivial. This factserves as 
one possible explanation of the occurrence of aortic 
septic endocarditis in the absence of pre-existing 
valvulitis, whether rheumatic or syphilitic. Some of 
what may not inappropriately be called the ‘ war cases” 
—an unusually interesting group, studied carefully by 
Starling, Coombs, and others—might be explained in 
this way and some of them by changes in the aortic 
cusps induced by excessive physical and emotional 
strain. Libman, as the result of both clinical and 
post-mortem observations, has insisted upon the fact 
that the lesions heal less infrequently than was formerly 
supposed. We may readily agree that regenerative 
processes, that is, processes of ‘“‘healing,”’ go on 
pari passu with destructive processes, as they do in 
every inflammatory lesion of lengthy duration, even 
if we do not so easily recognise the clinical counterpart 
of Libman’s entirely “‘ healed’ cases. Herrick had 
pointed out, as long ago as 1902, the occasional 
occurrence in the post-mortem room of “healed ”’ 
lesions corresponding to those of the subacute type of 
endocarditis. 

Prior to Osler’s observations the drama of the 
more acute, and especially of the fulminating, types 
of septic endocarditis had obscured the chronic cases. 
When these first attracted him he spoke of them as 
forming the “cardiac” group. Later, when he 
realised how little the heart came into the picture in 
any intrinsic sense, he substituted the word chronic 
for “‘ cardiac.”” To-day it is this chronic or subacute 
form of septic endocarditis that holds the stage, so 
clearly established is the syndrome and so rarely, by 
comparison, does the acute form present itself. 


Pathogenesis 

The pathogenesis of the disease is obscure. But 
it seems vital to effective therapy that we should try 
to get some concept of it. Thereis probably no disease, 
certainly no disease of equal frequency and equally 
grave outlook, concerning which we know so many 
facts, nor which we have come to be able to recog- 
nise with greater certainty, and yet concerning the 
mechanism of which we have as yet so little exact 
knowledge. Accounts of the disease in the text-books 
get longer and longer and more and more com- 
mensurate with its importance, yet the recital of the 
facts is entirely analytical; attempts at synthesis are 
lacking. In retelling the story of subacute endo- 
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carditis to-day I am sparing you the detailed descrip- 
tion of the symptomatology, of the bacteriology, and 
of the morbid anatomy, but I do want, however 
feebly, to attempt a synthesis. What is to be, funda- 
mentally, our concept of this disease? I have 
ventured upon a concept which I will restate here in 
order to proceed more logically with what I have 
to say further in regard to prognosis and treatment. 
My concept of septic endocarditis is that of a “‘ focal 
sepsis ’’ in an inaccessible but vitally significant situa- 
tion. Inaccessible, in the first place, from the point of 
view of treatment by drainage. We cannot (yet) 
curette the heart valves as we can the alveolus of the 
jaw or the endometrium. But inaccessible, too, in a 
relative, rather than in an absolute, sense, to thera- 
peutics of the immunological and/or of the chemical 
sort. In regard to this latter consideration—therapy 
through the blood stream—there are other instances 
of focal sepsis which are also relatively inaccessible. 
An area of dental sepsis, or so-called ‘“‘ apical abscess,” 
is one such instance. Nobody, I suppose, thinks that 
by any method at present known to us can we 
eliminate this particular form of sepsis save by some 
direct surgical procedure, such as extraction or 
apicectomy and drainage. Why is this? The reason 
we usually give is that the septic area is rela- 
tively so avascular that the blood stream, with its 
content of bactericidal principle or of chemical anti- 
septic, makes too indirect a contact with the area to 
prove effective. Our knowledge of the histology of 
the heart valves and of the cicatricial changes that 
have, in the great majority of cases (either from 
previous inflammation, or from congenital defect, or 
from sheer wear and tear) taken place in them—this 
knowledge makes such a presumption reasonable in 
the endocardium also. 

In the face of such a concept as this, the prognosis 
in subacute septic endocarditis, which we know to be 
almost 100 per cent. fatal, is explained. Indeed, it 
would be difficult to understand how the prognosis 
could be otherwise, once a focal sepsis is established 
in this particular situation. Subendothelial colonisa- 
tion of micro-organisms, which is the essential lesion 
of the disease, and which removes it definitely from 
the category of a true septicemia—into which 
category, however, many persons thoughtlessly put it 
—is not lightly influenced in any effective manner 
by a blood stream which is charged either with 
bactericidal principles or with chemical antiseptics ; 
yet a procession of house physicians (and not house 
physicians alone), taking the superficial view, returns 
repeatedly to the charge with the same attractive, 
but foredoomed, enthusiasm. 


Methods of Attacking the Septic Focus 

Does this concept help us to explain the lack of 
response to all forms of immunotherapy as yet tried, 
ahd equally to all forms of chemotherapy? As 
I say, I think it does, and for reasons’ that 
I have tried to make clear already. Does the 
concept help us to rationalise therapy in any other 
direction? Again, I think it does. Or rather, 
I think it calls for special consideration of what 
measures may be available for a direct attack upon 
the focus, even though we still pursue every general 
measure. known to us for “raising the patient’s 
resistance ”’ against the infecting agent. 

And in the first place, is it certain that there is 
no technique by which our surgical colleagues might 
approach the septic focus with a view to dealing with 
it directly ? Probably not. But we are able to tell 


them two facts in this connexion, both of which can 
but stimulate them to serious reflection and experi- 


ment, if not to unjustified boldness. We can tell 
them that (1) the diagnosis of the disease may often 
be made when the focus is quite small and the 
patient's general state quite good ; and we can tell 
them that (2) the patient’s prospect of recovery if 
unassisted in some radical way is almost nil. 

Failing help in this way, what can we do? 
Thinking along these lines some five or six years 
ago, I considered by what means the tissues at the 
site of infection might be activated. Diathermy 
being credited with the power of “ heating up’’ deep- 
seated tissues and thus (perhaps) doing something 
on the lines desired, I tried this method in three 
mitral and one aortic case under my care, in con- 
junction with Dr. Cumberbatch. Nothing seemed to 
happen, whether good or ill, and Dr. Cumberbatch 
being of opinion that the method was not really 
applicable, I turned to irradiation methods. Together 
with Dr. Finzi and Dr. Levitt I tried X ray treatment 
in eight cases. In one of the earliest cases we treated 
by this method we were encouraged by a successful 
result. But I was never quite convinced that in this 
particular case the diagnosis was fully established. 

The patient was a woman suffering from old-standing 
mitral disease. She had been pyrexial, with heavy 
sweats, for three months. A short streptococcus was 
recovered from her blood. But there was no arterial 
embolism of which I could be certain, and I regard this 
feature as an essential point in the diagnosis. She 
may have been a case of valvular disease with 
dissociated septicemia. Or she may have been a case 
of septic endocarditis without ulceration, and there- 
fore without embolism. I cannot say, and therefore 
I cannot with certainty claim this case as a recovery 
from subacute septic endocarditis. 

I then turned to treatment by radium, being 
influenced by the introduction of the bomb method, 
which was at the time rather popular and seemed well 
adapted to my purpose. I was helped by the same 
two colleagues. In one of the cases thus treated 
we seemed to score a remarkable success. A young 
Jewess, suffering from patent ductus arteriosus with 
classical signs, became seriously ill, with high tem- 
peratures, a series of pleuro-pulmonary infarctions, 
and progressive anemia. She was admitted to 
St. Bartholomew’s Hospital after three months 
of this illness. Streptococci were cultivated from 
her blood on two separate occasions. She was treated 
by the radium bomb at four different sessions, but 
received no other treatment except the palliative use 
of morphia, necessitated by the pleuritic pain, which 
was unusually severe. The pulmonary embolisms 
ceased, the pyrexia subsided, the blood returned 
to normal, and she left hospital after an illness which 
had lasted five and 2 half months. She returned 
to her work as a dressmaker and has remained well 
until now, being kepé under observation for over 
18 months. 

A critical, not to say sceptical, spirit compels 
me to add certain observations that I regard as 
pertinent. Excluding the case of the woman to 
whom I made reference just now, I have only satisfied 
myself of recovery in this disease in two cases out of 
the large number that have been under my direct 
observation. 

One of these cases was this young Jewess. The other 
was a doctor’s wife whose heart became infected after 
the extraction of aseptic tooth. She was known to 
be the subject of a congenital pulmonary stenosis. 
Pregnant at the time, she aborted a few weeks after 
the disease began. During the course of her illness, 
which lasted nearly a year, she had some 20 attacks 
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of pulmonary infarction. Eventually the process 
came to rest and she emerged with little, if any, 
difference to be made out in the physical signs of 
the heart lesion. She remains well and active 20 
years later. This patient was treated, in the main, 
by blood transfusions from her husband, who had 
been inoculated with large doses of the streptococcus 
recovered from her circulation, a process redis- 
covered many years later by other workers and 
termed by them “‘ immunho-transfusion.”’ 

But bearing in mind the failure of ‘“ immuno- 
transfusion ’’ in general in this disease, I am sceptical 
of its efficacy in this case. In both these recovered 
cases the infection was on the right side of the heart. 
Is this only an accident or is the outlook less bad 
in right-sided than in left-sided infections? And 
if so, why? Are the pulmonary and pleural tissues 
of special service in the manufacture of bactericidal 
principles when they are infarcted—of greater service 
than the spleen, for example, of whose relative useful- 
ness in this direction we get evidence—or is there 
some other explanation ? The doctor’s wife became a 
morphia addict during her long and painful illness. 
So also, though to a much less degree, did the young 
Jewess. Is opium of more value as an indirect 
agent in the immunising process than we generally 
credit it with being ? 

Failing the answers to these questions, anxious 
to follow my concept to its logical conclusion, and 
impressed by the case of the young Jewess, I favour 
the trial of X rays or radium in the disease, taking 
pains to irradiate the infected area with as much 
precision as possible. Bearing in mind the indication 
for close proximity as a desirable factor in the applica- 
tion of radium in circumstances like these, where we 
are dealing with an inflammatory focus, and not with 
a neoplasm offering cells for selective action of the 
rays, should we consider the removal of part of the chest 
wall sufficient to expose the pericardium in the neigh- 
bourhood of the affected valve—i.e., “‘cardiolysis ”’ ? 

When I now come to review the supplementary 
measures which go to complete the all too meagre 
programme of treatment in a case of subacute septic 
endocarditis, and if I omit any reference to all 
those adventures that this disease, like all other 
intractable diseases, invites from intrepid 
colleagues (and others), I find that they follow 
naturally upon this same concept. 

I know of no specific method of treatment that 
promises, even remotely, any hope of success; but 
since the use of either sera or vaccines seems quite 
frequently to be followed by a retrograde phase, I 
purposely avoid them. I think simple blood trans- 
fusions are of service, as also the usual hematinic 
drugs. My habit is to advise open-air treatment 
whenever possible, indeed to follow exactly the same 
lines as laid down by all of us in the treatment of 
pulmonary tuberculosis. 

But the first question we ask ourselves when 
faced with a case of subacute septic endocarditis is, 
shall we bestir ourselves and the patient to make the 
effort which such a programme of therapy as is here 
outlined involves, or shall we accept the position as 
hopeless, and merely use palliatives? The answer 
is usually the resultant of the stage of the disease 
at which the patient has arrived and the temperament 
of the doctor. But in all cases which are diagnosed 


early, with as yet no grave damage done, either to the 
general state or to special organs, the physician 
should, I think, rouse himself to a dynamic attitude, 
and embark upon a thorough plan of campaign despite 
the fact that the dice are heavily loaded against him. 


The patient is generally optimistic, and his coépera- 
tion is usually not lacking. 


Prophylaxis 


I am oftenand generously credited by Libman with 
having been the first to stress the importance of pro- 
phylactic treatment in this disease. [ wish the credit 
had been earned by suggestions of a more dramatic, 
and therefore more convincing, kind than those which 
I advanced in 1909. Preventive measures may be 
summed up under four heads. 

1. Can we do anything to lower the incidence of 
rheumatism and of scarlet fever, and therefore of 
valvulitis? If we can, then this is clearly a most 
important preventive measure. 

2. Rigid attention to the hygiene of the mouth, nose, 
and throat in cases of established valvular disease is a 
more practicable proposition. Degrees of sepsis in the 
tonsils and in the teeth which it may be reasonable to 
pass in patients with normal heart valves should 
certainly not be tolerated in the subjects of valvular 
disease. The same principle applies to the naso- 
pharynx and nasal sinuses and also, though probably 
to a less extent, to the intestinal tract. 

3. It has been abundantly shown that strain, both 
physical and emotional, and especially when pro- 
longed, is an wtiological factor in subacute septic 
endocarditis. The moral is obvious though the 
warning may not be heeded. 

4. Thayer, in dealing with this part of the subject in 
his collected studies on endocarditis, draws attention 
to the need for extra caution when the subjects of 
valvular lesions are convalescing from acute infec- 
tions. Here, again, the physician’s duty is clear 
even if his advice is unpopular. 

It may well be that in some such ways as these 
the disease may gradually be got under control, and its 
incidence lessened, until it becomes a rarity, and this 
before the operation of an effective curative therapy is 
witnessed. However, certain facts seem to militate 
against this probability, One is the undoubted 
increase in the prevalence of subinfections in general, 
of which this disease is only one example. Another 
is the fact, generally acknowledged, that strain, 
on the emotional side at all events, tends to increase 
rather than to decrease in a modern world. 


Such is the story of subacute infective endo- 
carditis as I retell it to-day. I present it as my 
tribute to my friend and master, Osler, and I thank 
you for your patience in listening to it. 


St. JoHN AMBULANCE BRIGADE—Dr. Nigel 
Corbet Fletcher has been appointed surgeon-in-chief 
of the St. John Ambulance Brigade, and will advise 
the chief commissioner in all matters concerning the 
medical and surgical work of the Brigade. Dr. Corbet 
Fletcher, who practises in Hampstead, has been assistant 
surgeon-in-chief since 1932, and is a commander of the 
Venerable Order of St. John. In 1930 he compiled the first 
official history of the St. John Ambulance Association and 


Brigade. 


TREATMENT OF FRACTURES IN MANCHESTER.—On 
July 16th a visit was paid to the Manchester Royal 
Infirmary by the chairman and some of the members of the 
Interdepartmental Committee which is inquiring into the 
arrangements made for restoring the working capacity of 
persons injured by accidents. The visitors were shown 
the special department established two years ago at this 
hospital, where 2500 fracture cases are treated annually. 
They also saw the plans of the new orthopedic and physio- 
therapeutic building shortly to be erected, which will 
include additional facilities for this type of work. 
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BENIGN SPONTANEOUS 
PNEUMOTHORAX 
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PATIENT MEDICAL REGISTRAR AT THE HOSPITAL FOR 
SICK CHILDREN, GREAT ORMOND-STREET, LONDON 


(WITH ILLUSTRATIONS ON PLATE) 





BENIGN spontaneous pneumothorax occurs in 
healthy individuals and runs a benign and practically 
afebrile course. In the vast majority of cases, the 
lung re-expands in a few weeks and recovery is 
complete. 

Terminology 


Although Fishberg ? applies the term “‘ spontaneous 
pneumothorax ”’ to this type of case, most authors 
use the term to include pneumothorax complicating 
pulmonary tuberculosis, emphysema, abscess, and 
all other causes except trauma. Some merely diag- 
nose “‘ non-tuberculous pneumothorax ”’ (Le Wald ?”). 
Kjaergaard * in 1932 used the term ‘‘ pneumothorax 
in the apparently healthy,’ and suggested that the 
condition be called ‘‘ pneumothorax simplex.” In 
France, it has been called ‘‘ pneumothorax des 
conscrits ’’ because young men of military age are 
most commonly affected, but most writers prefer’ +o 
name this type benign or idiopathic, the terms which 
are favoured in this country. The term idiopathic 
would better be discarded, as it is not in accordance 
with the pathological and radiological findings, nor 
the present-day conception of the disease. It should 
be noted that benign spontaneous pneumothorax 
occurs in apparently healthy individuals, and does 
not include spontaneous pneumothorax secondary 
to hypertrophic emphysema. 

Symptoms 

This type of pneumothorax most commonly affects 
healthy young adults between the ages of 20 and 40, 
and more often males than females. Inu Kjaergaard’s 
series of 51 cases, 36 were males and 15 females. 
Leggett, Myers, and Levine * found 17 males in a 
series of 19 cases, and Biesenthal and Synder °® 
collected 12 cases from private practice, 9 being males 
and 3 females. 

Though the onset is often related to effort—e.g., 
running, lifting a heavy weight, coughing—a con- 
siderable number of cases have been reported in 
which effort played no part. It may even occur 
during sleep. The onset is sudden, and characterised 
by a sharp, stabbing pain in the chest usually in the 
region of the nipple or axilla. Occasionally the pain 
is no more than a dull ache coming on insidiously, 
and is accompanied or succeeded by breathlessness 
of a greater or less degree. The pain and dyspnea 
are increased by exertion or by lying on the affected 
side, and they disappear in a few days when the 
circulation has adapted itself to the displacement of 
thoracic viscera. Numerous writers have remarked 
on the relative comfort of patients a few days after 
the onset of a large pneumothorax with marked 
mediastinal displacement. 

If the rupture in the pleura is large, the patient 
is seized with acute pain, accompanied by dyspnea, 
cyanosis, and symptoms of collapse, and on physical 
examination a large “tension” pneumothorax will 
be found, with displacement of the heart and trachea 
to the opposite side. With a small tear, there may 
be no dramatic onset, the patient complaining only 
of intermittent dull pain in the chest and slight 
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dyspnoea on exertion. In these cases, the classical 
signs of pneumothorax may be absent. Impaired 
movement on the affected side, a slightly hyper- 
resonant note and diminished breath sounds at the 
apex are often the only physical signs. On X ray 
examination a partial pneumothorax will be found. 
Because of the atypical symptoms and sometimes 
indefinite physical signs there is no doubt that many 
of these cases are overlooked. 

The course of the illness is afebrile, except for 
slight rises of temperature which may occur during 
the first few days. Fluid in the pleural cavity that 
can be detected clinically very rarely develops, but 
a minute quantity of fluid is commonly seen on 
X ray films filling up the costophrenic angle on the 
affected side. 

In the majority of cases, spontaneous recovery 
occurs, the collapseu lung re-expanding in 2—6 weeks, 
but exceptionally the lung may remain collapsed for 
a year or more. Recurrences are fairly common. 
Wood * analysed 71 cases from the Mayo Clinic and 
found a definite history of multiple attacks in 21 per 
cent. and an indeterminate history suggestive of 
previous pneumothorax in an additional 24 per cent. 
Bilateral pneumothorax and hemopneumothorax are 
more serious but rare complications. 


AEtiology 


There has been a great deal of discussion regarding 
the xtiology of benign spontaneous pneumothorax, 
and a number of theories have been put forward to 
explain its occurrence. These will be considered 
under the following headings: (1) pulmonary tuber- 
culosis ; (2) pleural adhesions; (3) emphysematous 
blebs and bull ; (4) congenital cysts of the lung. 


TUBERCULOSIS 

Active pulmonary tuberculosis is recognised as 
the most frequent cause of spontaneous pneumo- 
thorax, and is said to account for 80-90 per cent. of 
all cases. When this complication occurs, the tuber- 
culous disease in the vast majority is advanced and 
bilateral, and a pyopneumothorax nearly always 
occurs unless the patient dies before fluid has time 
to develop. All authors state that the prognosis is 
bad. According to Fishberg?! 90 per cent. die within 
a month. Pulmonary tuberculosis has been thought 
by some authors to be the underlying pathological 
process in cases of benign spontaneous pneumo- 
thorax, the rupture in the pleura being caused by a 
subpleural tuberculous focus. It is said that the air 
in the pleural cavity acts in the same way as does 
an artificial pneumothorax, so that healing occurs 
in .the tuberculous nodule. One of the strongest 
arguments against this conception is that pyopneumo- 
thorax never develops in benign cases, a complica- 
tion one would expect if a caseous tuberculous focus 
ruptured into the pleural cavity. In the great 
majority of cases reported, the collapsed lung has 
re-expanded and no evidence of active pulmonary 
tuberculosis has been found. 

There are very few records of cases of benign 
spontaneous pneumothorax which at a later date 
developed symptoms and signs of pulmonary tuber- 
culosis. Hamman? in 1916 reported the case of a 
man who developed a right-sided spontaneous 
pneumothorax with recovery in 6 weeks. He had 
two recurrences on the left side and 3 years later 
developed pulmonary tuberculosis with infiltration 
of both upper lobes and tubercle bacilli in the sputum. 
A similar occurrence 4 and 7 years after benign spon- 
taneous pneumothorax has been reported by Lind- 
hagen * and Kleeman.® Kjaergaard* quotes a case 











wn tee Oe 




















THE LANCET] 
described by Mosheim in which pulmonary tuber- 
culosis developed 4 years after an attack of spon- 
taneous pneumothorax. In his own series of 51 cases 
followed up for periods varying from 2 to 18 years, 
Kjaergaard found that only one had contracted 
tuberculosis. At autopsy a large bulla was found, 
which was unrelated to the tuberculous lesions, and 
he considered that rupture of the bulla was the cause 
of the pneumothorax. Vrooman ?° in 1934 reported 
7 cases of benign spontaneous pneumothorax. One 
case, a young woman aged 22 years, after two attacks 
developed signs of mediastinal tuberculosis. There 
was no involvement of the lung parenchyma, and 
he does not mention any sputum examination. 

It is extremely rare, therefore, for pulmonary 
tuberculosis to develop in benign pneumothorax. 
Furthermore, as Olbrechts™ has pointed out, the 
tuberculin reaction is often negative, tubercle bacilli 
are not found in the sputum, and the sedimentation- 
rate during and after the pneumothorax is normal. 
He emphasises (and rightly so) that these patients, in 
the absence of clinical signs of pulmonary tuberculosis, 
should not be submitted to rigid sanatorium treatment. 


PLEURAL ADHESIONS 


Some authors believe that rupture of a pleural 
adhesion is the causal factor in all cases of benign 
spontaneous pneumothorax (Vrooman,!® Emerson ??),. 
It is said that the snapping of an adhesion is respon- 
sible for the sudden acute pain at the onset. Rup- 
tured adhesions have been found in three autopsies, 
Pitt,'* Housden and Piggot,’4 Brunner,!® but in each 
case there was present a ruptured emphysematous 
vesicle. It is doubtful if pleural adhesions play much 
part in the production of this type of pneumothorax. 
They are rarely seen in X ray films. On the other 
hand, adhesions are frequently seen in artificial 
pneumothorax induced for the treatment of pulmonary 
tuberculosis. Some of these adhesions must exert 
considerable traction on the lung, yet spontaneous 
pneumothorax after the lung has been artificially 
collapsed is a comparatively rare event. 


EMPHYSEMATOUS BLEBS AND BULLE 

Autopsies on cases of benign spontaneous pneumo- 
thorax in which there was demonstrated rupture of 
an emphysematous bleb in relation to scar tissue 
have been described by Hayashi,'* Fischer,'’? Hirsch- 
boeck,'® Housden and Piggot,’* and others. Parkes 
Weber?* believed that the pneumothorax was 
caused by tearing of a superficial bleb, connected by 
an adhesion to the parietal pleura, the bleb. being 
part of localised emphysematous changes associated 
with quiescent or healed pulmonary tuberculosis. 
‘Kjaergaard * found radiological evidence of cica- 
tricial changes of healed tuberculosis in 10 per cent. 
of his cases, and emphasised that the associated air 
vesicles formed as a result of a valvular mechanism. 
He concluded that there were two types of valve 
vesicles: one developed in association with scar 
tissue at the apices of the lungs, the other being 
formed alone through localised emphysematous 
changes, without scar tissue formation. 

These emphysematous blebs are similar to localised 
areas of compensatory emphysema which are found 
around areas of collapse and consolidation in cases 
of broncho-pneumonia. Spontaneous pneumothorax 
occasionally occurs as a complication of broncho- 
pneumonia in children. It is usually caused by 
rupture of a subpleural abscess, and is followed by 
the formation of pus in the pleural cavity, but cases 
of “dry” pneumothorax have been reported 
(Stoloff,2° Moncrieff *"). The latter considered that 
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the pneumothorax was due to rupture of a subpleural 
emphysematous vesicle. 


CONGENITAL CYSTS OF THE 
Congenital cystic disease of the lung attracted 
little attention until Koontz** in 1925 collected 
from the literature 108 cases of congenital cystic 
malformations of the lung, about 50 per cent. being 
due to congenital cystic disease. A variety of theories 
have been advanced to explain the pathogenesis of 
this interesting condition, but most recent writers 


LUNG 


agree that it is due to congenital malformation. The 
cysts vary greatly as regards size, number, and 
situation. The lung is often riddled with small 


cavities (honeycomb lung), or they may be confined 
to one lobe. A large solitary cyst may be present or 
the only manifestation of the disease may be a few 
small cysts in the substance or surface of the lung. 
If the cystic changes are very extensive, death com- 
monly occurs in early infancy. On the other hand, if 
complications do not occur, patients with congenital 
cystic disease may remain symptomless for many 
years. 

Spontaneous pneumothorax is a recognised com- 
plication of congenital cystic disease in infancy. 
Folke * in 1935 reviewed 20 cases of spontaneous 
pneumothorax in infants. Autopsies were performed 
in 7 cases; rupture of a congenital cyst accounted 
for 1 and ruptured emphysematous vesicles were 
found in 2. 

A few cases of benign spontaneous pneumothorax 
have been reported in apparently healthy persons 
with both single and multiple cysts of the lung. 
Fleming 24 in 1934 recorded 5 cases of solitary cyst 
of the lung in children. Spontaneous pneumothorax 
complicated one case, a girl aged 8 years who had 
been previously healthy except for an attack of 
measles. An X ray film showed the presence of a 
large cyst in the left lower lobe, which re-expanded 
as air was withdrawn from the pleural cavity. Kjaer- 


gaard 25 quotes three similar cases described by 
himself, Siems, and Govaerts, and Jourdain. Bila- 
teral spontaneous pneumothorax occurred in a 


young adult aged 19, described by Markson and 
Johnson.2* On X ray examination, a cyst 1 in. in 
diameter was seen protruding from the upper margin 
of the partially collapsed left lung. Autopsies on 
fatal cases of bilateral spontaneous pneumothorax 
have been reported by Oeschli and Miles *’ and 
Schmincke.** Congenital cysts of the lung were present 
in each case, and the latter demonstrated perfora- 
tions in several of the subpleural vesicles. Hennell *° 
records the case of a young woman aged 23 with 
recurrent benign spontaneous pneumothorax on the 
right side. When examined radiologically, there 
were present in the right lung numerous air cysts 
which he considered to be congenital in nature. 
Two cases of spontaneous pneumothorax in elderly 
persons due to congenital cysts of the lung discovered 
accidentally at autopsy were described by Kjaer- 
gaard *° in 1933. 

Recently Tait and Wakely * recorded autopsy 
findings in the case of an apparently healthy man, 
aged 32, who died cf spontaneous hemopneumothorax. 
Along the anterior borders of both lungs were a 
series of bulle (the xtiology of which they did not 
discuss), and they demonstrated a perforation in 
one of the bullz near the apex. 


Case Reports 


The following cases are reported because it was 
possible to demonstrate radiologically in each case 
the probable cause of the pneumothorax. 
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CASE 1 


A painter, aged 25, was admitted to the Royal Chest 
Hospital under the care of Dr. R. R. Trail on Oct. 16th, 
1934. 

Past history: Measles and pneumonia in infancy. 
Small hemoptysis at the age of 20 and again at the age 
of 24. He had been conscious of slight dyspnea on 
exertion since ever he could remember. 

Family history : No history of tuberculosis. 

Present illness: A month previously while he had a 
cold in the head he began to cough up small quantities 
of blood. The hemoptysis persisted for 2 weeks, the 
total quantity of blood lost being about 4 oz. For 
3 weeks he had noticed a dull ache in the right axilla, 
which was only slightly worse on exertion. He did not 
feel unduly short of breath. 

On admission.—Healthy looking. No dyspnea. Tem- 
perature 99°F. There were physical signs of a small 
pneumothorax on the right side with slight displacement 
of the heart and trachea to the opposite side. The sputum 
was examined for tubercle bacilli on three occasions, but 
the findings were negative. Sedimentation-rate 2 mm. 

Radiological report: ‘‘ Old fibroid lesion (not definitely 
tuberculous) of the right upper lobe with a large 
emphysematous bulla and a small pneumothorax.” 

He made a good recovery and was discharged in 
2 weeks. 

He was in good health 16 months later, and physical 
examination revealed slightly diminished expansion of 
the right upper chest but no other abnormal physical 
signs. Radiograms of the chest showed “right upper 
lobe fibrous with bullous emphysema ”’ (Fig. I. on Plate). 
After injection of lipiodol the X ray report was: “No 
lipiodol i in large bulla, but some in a few dilated bronchi 
below.” 


Comment.—Benign spontaneous pneumothorax 
caused by rupture of one of a number of emphyse- 
matous bulle or congenital cysts, in the right upper 
lobe. It is difficult to decide whether they are 
congenital or acquired. The clinical history of slight 
dyspnea since childhood and recurrent hemoptysis 
would favour a diagnosis of congenital cystic disease 
of the lung. On the other hand, the presence of 
fibrosis in the right upper lobe suggests that the 
“cavities” are emphysematous bullx, and this 
is supported by the radiological appearances, 
which show some points of similarity to emphy- 
sematous bullew observed at the Royal Chest Hospital. 


CASE 2 


A baker’s roundsman, aged 28, was admitted to the 
Royal Chest Hospital on Oct. 21st, 1935, under the care 
of Dr. A. Stott. 

Past history: During the early part of the year he had 
had medical treatment for gastric ulcer. Operation on 
neck glands in childhood. Family history : Nil relevant. 

Present illness ; Ten days previously, while cycling to 
work, he felt a sudden sharp pain on the right side of the 
chest. He became short of breath and returned home to 
bed, where he remained until he was admitted to hospital. 
The pain in the chest lasted about a week. He had no 
cough nor sputum and did not think he had lost weight. 


On admission.—Healthy looking young adult. No 
dyspnea. Temperature 97°F. Physical examination 
revealed a right-sided pneumothorax with displacement 
of the heart and trachea to the left. 


report: “‘Right spontaneous pneumo- 
thorax. No fluid. No evidence of tuberculosis.” "aeatens 
negative for tubercle bacilli (8 examinations). Sedimenta- 
tion-rate 3-5 mm, A radiogram of the chest 3 weeks 
after admission showed that the lung was re-expanding 
and a number of bulle were visible at the apex of the 
lung (Fig. I1.). The lung had re-expanded in 4 weeks, 
and after a few weeks’ convalescence he returned to work. 
Four months later he writes to say he is in good health, 


Comment.—Benign spontaneous pneumothorax 
caused by the rupture of one of a number of super- 
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ficial bulle at ‘the apex of the bang. It is a matter 
for speculation whether the bullz have formed as a 
result of congenital malformation or in association 
with a minute area of scar tissue which is not obvious 
on the X ray picture. 





CASE 3 


A clerk, aged 36, was seen by Dr. P. Kerley in 1933 
suffering from spontaneous pneumothorax on the right 
side. He had had two previous attacks of right-sided 
spontaneous pneumothorax with complete recovery, but 
had otherwise enjoyed good health. There was no history 
of tuberculosis. 

A radiogram of his chest, taken while the lung was 
partially collapsed, is shown in Fig. III. Tulle are 
visible at the extreme apex of the right lung. The lung 
re-expanded in 8 weeks, and a radiogram of his chest 
after re-expansion showed no evidence of pulmonary 
disease. 


Diagnosis: Recurrent benign spontaneous pneumo- 
thorax similar to Case 2. 


CASE 4 


A domestic servant, aged 40, was admitted to the 
Royal Chest Hospital on Dec. 7th, 1934, under the care 
of Dr. Saxby Willis. 

Past history : Pneumonia in 1927. In July, 1933, she 
had a spontaneous pneumothorax on the right side. 
Operation for umbilical hernia and ovarian cyst in 
December, 1935. Family history: Nil relevant: 

Present illness: For 6 weeks she had cough and sputum 
but did not feel ill. Five days before admission, while 
running for a bus, she was seized with sharp pain under 
the left breast, accompanied by dyspnea. These symp- 
toms lasted for 5 days. 


On admission.—Temperature 97:6°F. No dyspnea. 
Laryngitis of moderate severity. There were physical 
signs of a pneumothorax on the left side with slight 
displacement of the heart and trachea to the right. A 
few rhonchi were heard on the right side of the chest. 
Sputum: Negative for tubercle bacilli on four occasions. 
Sedimentation-rate 6 mm. 


Radiological report: ‘Left spontaneous pneumo- 
thorax. Large emphysematous bullz visible in both 
lungs”’ (Fig. IV.). She made a good recovery and returned 
home on Jan. 16th, 1935. 

Two days later while getting into bed she had a fit of 
coughing and was admitted to Hackney Hospital with a 
left spontaneous pneumothorax. I am indebted to Dr. 
J. I, P. Wilson, medical superintendent, for the following 
radiological report 4 weeks after admission: ‘‘ Upper 
lobe expanding but the lower is collapsed.” After 10 
weeks in hospital she was discharged as having recovered. 
On March 3rd, 1936 (a year later), she was well apart 
from slight dry morning cough and slight dyspnea on 
exertion. She was a thin, nervous woman but looked 
fairly healthy. Physical examination of the chest was 
negative, and radiograms of the chest showed “ bullous 
emphysema and collapse of the left lower lobe.”” Lipiodal 
was injected into the bronchi, but failed to fill the bulle. 
The bronchial tree was normal, there being no obstruction 
or bronchiectasis in the collapsed left lower lobe. 


Comment.—Recurrent benign spontaneous pneumo- 
thorax caused by rupture of bulle or cysts in both 
lungs. It is interesting to note that while the air 
became absorbed from the pleural cavity after the 
third pneumothorax, the left lower lobe failed to 
re-expand, and has remained collapsed for a year. 
Such failure to re-expand is an exceedingly rare 
complication of this type of pneumothorax. As in 
Case 1 it is impossible to prove whether the bulle 
visible in both lungs are acquired or congenital. 
The patient had pneumonia in 1927 and this may 
have played some part in the formation of the bullz 
in the lower lobes. 

CASE 5 


A shorthand typist, aged 49, was seen by Dr. James 
Maxwell in March, 1936. 
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Past badiaes In December, 1921, she had an attack 
of sudden pain in the right axilla accompanied by short- 
ness of breath. The pain was intense for half an hour, 
was worse on breathing and lasted 10 days, but she was 
not confined to bed. She had similar attacks every spring 
until 1928, when she had a very severe attack and was 
unable to go to work. She saw a consultant who diag- 
nosed hilum tuberculosis, but she did not have a radio- 
logical examination at that time. She recovered, returned 
to work, and remained in good health until 3 weeks 
previously, when she had a precisely similar attack with 
sudden pain on the right side of the chest, accompanied 
by breathlessness. She had no cough and had not lost 
weight. 

On examination there were physical signs of a right- 
sided spontaneous pneumothorax. Radiological examina- 
tion showed a small pneumothorax on the right side, 
with a small quantity of free fluid at the base. There 
was no evidence of pulmonary infiltration, and a small 
bulla was visible at the apex of the partially collapsed 
right lung. 

Diagnosis: Recurrent benign spontaneous pneumo- 
thorax similar to Case 2. 


Conclusions 


Nearly all the recorded evidence supports the 
conception that benign spontaneous pneumothorax 
is caused by the rupture of a superficial bleb, bulla, 
or cyst, which in the great majority of cases cannot 
be demonstrated during life. When apical fibrosis 
of healed pulmonary tuberculosis is found after 
re-expansion of the lung it may be presumed that 
the pneumothorax was due to the rupture of an 
emphysematous bleb formed in association with scar 
tissue. In most cases, however, normal X ray find- 
ings are the rule. One may then postulate (1) rupture 
of a subpleural emphysematous bleb or bulla 
formed around a minute area of scar tissue, or 
(2) rupture of a small superficial congenital cyst or 
vesicle, none of which are demonstrable by X ray 
examination. 


I wish to thank Dr. A. Stott, Dr. Saxby Willis, Dr. J. 
Maxwell, Dr. R. R. Trail, and Dr. P. Kerley for permis- 
sion to publish these cases, and I am indebted to Dr. 
Kerley for the radiological reports. 
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(WITH ILLUSTRATIONS ON PLATE) 


THE case reported here first came under observa- 
tion in 1933 and was shown at a meeting of the 
Devon and Exeter Medico-Chirurgical Society with 
a diagnosis of a basophil adenoma of the pituitary. 
A short summary of the case has already been 
published,’ but in view of the subsequent findings 
this early opinion had to be revised and it was 
considered worth while putting the case on record. 

The syndrome, which now bears Cushing’s ? name 
and which he ascribed to pituitary basophilism, 
has been described by other observers in cases in 
which no basophil adenoma of the pituitary could 
be found. Thus Leyton, Turnbull, and Bratton * 
reported two cases of carcinoma of the thymus in 
male subjects, associated with adiposity of the face 
and trunk, plethora, hypertension, diabetes mellitus, 
hypertrichosis (one case), striz (one case), impotence 
(one case, the other being in a boy) and hypertrophy 
of the suprarenal and thyroid glands. In the same 
group is a case published by Kepler.‘ Calder and 
Porro,’ Lescher and Robb-Smith,* Hare, Ross, and 
Crooke,’ and Kepler and others,* have all described 
examples in which the syndrome was present to 
a greater or lesser extent in patients suffering from 
tumour or hyperplasia of the suprarenal cortex. 
It has been generally though inaccurately assumed 
that when the syndrome is associated with an adenoma 
of the pituitary the tumour is invariably of the 
basophil type. On the other hand, it has recently 
been shown by Crooke ® that the only factor common 
to the syndrome, whichever gland is the site of 
tumour formation is a hyaline change in the basophil 
cells of the anterior lobe of the pituitary ‘‘ which 
does not appear to be an expression of cell degeneration 
in the ordinary sense, but is probably an expression 
of altered physiological activity.”” He concludes 
that this change is the abnormality of fundamental 
significance. 

Case Report 


A male, aged 20, unmarried, was first seen in March, 
1933, when he was complaining of increasing fatness 
and redness of the face which had been coming on for 
the previous year. He was unnaturally shy about his 
appearance, so much so that he was loth to go out of the 
house. He also noticed that he had been passing a 
considerable amount of urine and had to get up two or 
three times at night. The normal sexual feelings of a 
boy of that age seemed to be absent. 


PHYSICAL EXAMINATION 


General appearance (see photographis).—Increase of 
subcutaneous fat, more particularly of the neck, face, and 
trunk. Over the shoulders and lowe: abdomen could be 
seen strie. There was an excessive amount of hair present 
on the body. this being well marked on the back and 
shoulders. Nothing abnormal could be detected in the 
heart and lungs, but the blood pressure was found to be 
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raised, the systolic reading on repeated occasions being 
140mm. Hg. The abdomen was protuberant, owing to 
fat, the liver and spleen were not palpable, nor could any 
abnormal tumours be felt. There was not free fluid. 
Genitalia well developed ; both testes descended ; right 
scrotal hernia. Soon after admission he complained of 
pain in the right loin which he said made him want to 
pass water. There was some tenderness in the right 
posterior renal angle. 


SPECIAL INVESTIGATIONS 
Sugar-tolerance curve 


Blood Urine 
(mg. per 
100 c.cm.) 
Before glucose e 98 Sugar free. 
50 g. glucose given— 
+ hour later sé 180 | 
am pa ee 213 Sugar free. 
14 hours ,, os 170 | — 
2 pel > *a 145 Sugar, 0-2 per cent. Ketones 


negative to Rothera’s test. 


Blood count.—Red blood-cells, 4,920,000 per c.mm. ; 
hemoglobin, 110 per cent; colour-index, 1-1 ; leucocytes. 
12,400 per c.mm. 

Urine (not catheter specimen).—Pale yellow in colour ; 
slightly opalescent; specific gravity, 1010; reaction, 
almost neutral (pH 6-7); albumin, nil; sugar, nil. 

Centrifugalised deposit.—Leucocytes, occasional ; 
granular casts, few ; amorphous phosphates, fair number ; 
no red blood-cells; no crystals; no organisms seen. 

Basal metabolic rate.—Minus 16 per cent. 

Radiograms.—Skull. The pituitary fossa showed no 
apparent abnormality. It had the following measurements : 

Antero-posterior Maximum diameter, 1-2 cm. 

Supero-inferior a es 1-2 cm. 

Interclinoid 1-0 cm. 


Long bones.—No abnormality discovered. 
Kidneys showed no displacement or evidence of supra- 
renal tumour. 
Visval fields.—Normal. 
PROGRESS 


During his stay in hospital, in spite of exercises and 
thyroid, he put on a stone in weight, his weight on 
admission being 9st. 7lb. The urine output was iarge, 
averaging 80 oz. per day. 

After discharge I watched the boy at my out-patients’ 
department, and be was admitted again in January, 1934. 
His weight was then 11st. He was now complaining of 
headache which was almost continuous, and a shooting 
pain in the back. A blood count showed 102 per cent. 
hemoglobin and 5,490,000 red blood cells. His visual 
fields were again normal, as were the fundi. I made a 
tentative diagnosis of basophil adenoma of the pituitary 
and he was given deep X ray treatment to the pituitary 
fossa. There was no improvement and he was discharged 
in February, 1934. 

In June he was readmitted. There was no material 
change in his physical appearance, but he had become 
very depressed and threatened to take his life. Owing 
to lack of facilities for dealing with potential cases of 
suicide in the hospital, I suggested to the parents that 
he might go as a temporary patient to the local mental 
hospital, but they eventually decided to take him home, 
= from that time I did not see him again during his 
ife. 

His general practitioner persuaded him to go to the 
Cardiff Royal Infirmary, where he was under the care of 
Mr. Lambert Rogers, and where, acting on the possibility 
of a suprarenal tumour, an exploratory operation was 
performed with negative results. He returned home to 
Exeter, Becoming progressively more depressed and 
finally died at his own home in March, 1935. 

I was able to get permission from the parents to have 
the body taken to the hospital mortuary and a post- 
mortem was carried out by Dr. W. A. Robb on March 5th, 


POST-MORTEM REPORT 


General appearance.—The body of a fat young man 
showing well-marked hirsuties, and of a florid appearance. 


Cutaneous strie were present on the shoulders, inner 
aspects of arms, hips, thighs, and calves. There were some 
petechie over the shoulders. There were patches of 
baldness on both temporal regions and over the occiput, 
the result of X ray treatment. 

Skull.—_There was no obvious abnormality in the brain, 
with the exception of the pituitary fossa which showed 
some slight increase in transverse and longitudinal diameter. 
The pituitary gland was enlarged and weighed 1-6 g. 

Chest.—Heart, normal; lungs, patchy consolidation of 
both bases ; aorta, slight degree of atheroma ; no evidence 
of persistent thymus. 

Abdomen.—Much abdominal fat. Kidneys, normal ; 
suprarenals, normal (total weight, 19-5 g.) ; testes, normal ; 
scrotal hernia, right ; spleen, small and atrophic. 

The left tibia was removed and split longitudinally, 
showing erythroblastic activity in the centre. There 
was no evidence of osteoporosis. 


HISTOLOGICAL REPORT 


Sections stained with hematoxylin and eosin and with 
Weigert’s iron hematoxylin and van Gieson were received 
of the following tissues: pituitary gland (with paraffin 
spares), liver, lung, spleen, pancreas, kidney, and testis. 
Sections stained with hematoxylin and eosin were received 
of the suprarenal body and thyroid gland. 

Pituitary gland.—The gland has been divided horizontally 
and one-half embedded. Almost the whole of the anterior 
lobe is occupied by an adenoma, measuring 1-3 cm. from 
side to side and 0-85 cm. from before back. The adenoma 
is enclosed on all sides by a narrow rim of anterior lobe 
which has almost disappeared over the lateral aspects of 
the tumour. The largest areas of surviving anterior 
lobe form crescents over the posterolateral and to a less 
extent over the anterolateral angles. The acini are 
greatly compressed and are separated by engorged vessels 
and by dense collagenous strands that unite about the 
margins of the tumour to form an ill-defined capsule. 
The cells in the acini show considerable degeneration, 
the nuclei in a moderate number of all types of cell being 
pyknotic. The granules of the acidophil cells are however 
well preserved and are stained brightly with both acid- 
fuchsin anilin-blue and Mann’s eosin methyl-blue stains. 
The cytoplasm of the basophil cells shows a conspicuous 
degree of the hyaline change described by Crooke (1935). 
1t is not possible to assess accurately any changes in the 
numerical proportions of the three types of cell in the 
anterior lobe proper; there does not however appear 
to be any conspicuous alteration in this respect. The 
central part of the adenoma is of loose texture, the cells 
being separated into small irregular clusters by empty 
spaces and fairly numerous blood-vessels. The cells 
occasionally form minute tubules, but more often are 
collected about the vessels in papillary fashion. The 
latter arrangement is more conspicuous in the peri- 
pheral parts of the tumour. The cells are polygoral 
and are mostly small, varying from 7 u to9udiam. A 
few are larger (up to 13 uw). The nuclei are spherical and 
frequently show pyknosis. The cytoplasm is scanty 
with well-defined borders. Most of the cells, in sections 
stained by the special methods already mentioned, 
contain grey granules but a few have small sparse granules 
which are chestnut in acid-fuchsin anilin-blue and pink 
in Mann’s stain. In some areas the cytoplasm of the 
cells is conspicuously swollen and foamy. Near the 
centre of the adenoma, in two of the sections, is a small 
cyst (0-4mm. in diameter) lined with a tall columnar 
epithelium presenting an appearance suggestive of cilia 
along its free margins. 

The hinder part of the posterior lobe is missing. The 
remainder is congested and is devoid both of basophil 
cells and of pigment. 

The kidney shows a slight degree of primary ischemic 
nephritis associated with a slight hyaline degeneration 
of the media and intima in a few branches of the inter- 
lobular arteries. The cells in the centre of the liver 
lobules are conspicuously vacuolated and contain greenish- 
yellow pigment which is probably bile. There is a little 
intimal hypertrophy in a few portal arterioles. Slight 
hyaline degeneration of the media is present in a few 
arterioles in the spleen. The pancreas shows very 
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advanced post-mortem auto-digestion. Such structures 
as can be identified appear normal. The lung is altered 
by acid digestion. The festis appears normal and evidence 
of spermatogenesis is present. 
greater part of the capsule is missing. The gland shows 
marked post-mortem degeneration. The cortex appears 
deep, the greater part being composed of the zona 
fasciculata ; it is doubtful whether the amount of cortex 
present is greater than normal. In the thyroid gland 
there is a normal arrangement of vesicles of variable size 
filled with colloid and lined with a low cubical epithelium. 
No changes are present in the interstitial tissue. 

Summary of histological examination.—Chromophobe 
adenoma of pituitary gland containing a few transitional 
acidophil cells. Hyaline change (Crooke) in cytoplasm 
of basophil cells of anterior lobe. Slight vascular hyper- 
trophy and degeneration. Slight ischemic nephritis. 
Normal thyroid gland and suprarenal body. Active 
spermatogenesis in testis. 


Discussion 

The pituitary adenoma is demonstrated, by the 
size, arrangement, and staining properties of its 
component cells, to be of the chromophobe type. 
The few cells containing small sparse chromophil 
granules are regarded as transitional acidophil cells ; 
their presence is not exceptional for they are found 
in a large proportion of all chromophobe adenomata. 
It is not possible to state the precise site of origin 
of the adenoma within the gland, the presence within 
it however of a small cyst lined with columnar, 
possibly ciliated epithelium suggests that the adenoma 
may have arisen in the pars intermedia. 

Since the adenoma in the present case is of the 
chromophobe variety it is important to emphasise 
the presence, in the basophil cells of the anterior 
lobe proper, of a conspicuous degree of Crooke’s 
liyaline change. The significance of this change and 
the manner of its production await elucidation. 

The association of Cushing’s syndrome with a 
chromophobe adenoma of the pituitary is unusual 
but not unique. Thus Wieth-Pedersen '° described 
an example of the syndrome in which a tumour replac- 
ing the pituitary was found which was papillomatous 
in structure and composed of non-granular cells. 
Again Reichmann ™ reported a case in a woman, 
who had a swollen plethoric face, associated with 
amenorrhea, hirsutism, hypertension, and skeletal 
decalcification. At autopsy an adenoma of the 
pituitary was found ‘“‘eomposed of chromophobe 
cells, some of which contained eosinophilic granules.”’ 
In two other cases, described by Zondek and Cushing 
respectively, the nature of the adenoma is not 
specified. It is of interest that the latter, in reference 
to his own case, states that it was amongst others 
“formerly diagnosed and indexed in the files as 
a chromophobe adenoma.” 

Turning to the other atypical features in this 
example, it is of interest that hirsutism is present 
to an abnormal degree. This feature although usual 
in women suffering from the syndrome is only reported 
in one case amongst men and that by Friedman ; 
unfortunately no autopsy was performed. 

The presence of skeletal changes is not a constant 
finding in the syndrome, for it was not noted in 5 of 
the 14 cases originally collected by Cushing. In 
this case there was none either radiologically or at 
autopsy. 

SUMMARY 

1. A ease is described presenting the following 
features typical of Cushing’s syndrome : (a) plethoric 
complexion ; (b) increase in subcutaneous fat in the 
face, neck, and trunk ; (c) well-marked strive ; (d) a 
raised blood pressure ; (e¢) loss of libido ; (f) decreased 
sugar tolerance. 


In the suprarenal body the . 


2. An attempt was made to arrest the progress 
of the condition by deep X ray therapy, with no 
success. 

3. A chromophobe adenoma of the pituitary was 
found at autopsy, showing a hyaline change (Crooke) 
in the cytoplasm of the basophil cells of the anterior 
lobe. 


We should like to express our thanks to Dr. 
Robb, pathologist to the Royal Devon and Exeter 
Hospital, for his help in carrying out the post-mortem 
examination. 
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AND TO THE CHESTERFIELD AND NORTH DERBY- 
SHIRE ROYAL HOSPITAL 


(WITH ILLUSTRATIONS ON PLATE) 


DuRING the last two years 5 patients attending 
the Chesterfield Royal Hospital, who had been 
operated upon under spinal anesthesia, complained 
at varying intervals after operation of pain in the 
back and occasionally of pain in the lower limbs. 
The X ray examination revealed in all of them 
definite and progressive changes localised in one 
intervertebral joint. 

The only reference to the condition which we have 
been able to obtain is a paper published by C. N. 
Pease. He reported 3 cases under his own 
supervision of injuries to the vertebrae and inter- 
vertebral discs following lumbar puncture. His 
cases were in children aged 4}, 6, and 10 years 
respectively. 

CLINICAL FEATURES 

In all our cases the clinical findings were striking 
and similar. They all complained of severe pain in 
the back, either partially or completely preventing 
them from walking or sitting up. All showed on 
examination that the lumbar spine was held rigid 
by muscle spasm in the flexed position. There 
was marked tenderness over one or all the spinous 
processes of the second, third, and fourth lumbar 
vertebre. In 1 patient the fully developed lesion 
was accompanied by retention of urine. This was 
relieved as soon as a plaster extension jacket was 
applied. In 2 cases there was intermittent back- 
ache of a mild character during the latent period. 





1 Amer. Jour. Dis. Child., 1935, xlix., 840 
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The ages of the patients, the nature of the 
operation for which the anesthetic was given, 
and the latent period between operation and the 


appearance of the acute symptoms is shown in the 
Table. 











Case we Operation. Latent period. 
vet M. 43 Hemorrhoidectomy. 3 weeks. 
2 F. 51 Hysterectomy. 6 months. 
3 M. 36 Pyelolithotomy. 4 ee 
4 F. 39 Ligature of saphenous vein. No interval. 
5 M. 24 Appendicectomy. 5 weeks. 


In each case the anesthetic used had been 1 : 1500 
percaine injected through the second, third, or fourth 
interspace using a fine steel needle (20 S.W.G.). 
The anesthetics were administered by house 
surgeons of experience. No note was made of any 
special diffi- 
culty in the 
administration 
except that in 
one case the 
anesthetic was 
inadequate and 
had to be 
supplemented 
by a general 
anesthetic. 


RADIOLOGY 


The X ray 
examinations 
all showed more 
or less similar 
changes :— 

1, A progres- 
sive arthritis 
localised to one 
intervertebral 


joint. 

2. Loss of 
joint space. 

3. Rapid pro- 


gress of the 
lesion. 

4. New bone 
formation link- 
ing up the artic- 
ular edges of the 
bodies of the ad- 
jacent vertebre. 

In 3 cases a small area of erosion was noticed 
at the first X ray examination involving the lower 
border of one vertebra. A month later there was loss 
of joint space and all the evidence of an advanced 
arthritis (Figs. I.a and I.b, and II.a and II.bon Plate). 
In 2 cases there was an increase of joint space of the 
neighbouring joints above and below the affected 
joint (Fig. Il.c). In 1 case where the first X ray 
exainination was made two months after the onset 
of the symptoms there was a good deal of actual 
bone destruction of the bodies of the vertebra 
adjacent to the joint. Erosion except in the 
early stages was not an outstanding feature and 
was never very progressive, which suggested that 
the lesion chiefly involved the intervertebral disc. 
The bone, however, had in all cases been attacked 
as shown by the resulting sclerosis at the articular 
edges. 


FIG. Il.c.— Lateral view of lumbar vertebree 
showing increase of space in the joint 
above the affected joint. 
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TREATMENT 


When the condition was recognised the treatment 
adopted was fixation of the lumbar spine in extension 
with a full length ambulatory plaster jacket as 
for compression fractures. The 3 male patients 
returned to work free from pain but with some 
limitation of movement. 


DISCUSSION 


We considered various possible causes of the 
condition. 


1. Could the condition be infective ? This was negatived 
by the complete absence of any evidence of infection 
elsewhere, and in no case was there any constitutional 
disturbances. 

2. Was it due to a compression strain of the vertebral 
bodies due to flattening of the lumbar curve under complete 
muscular relaxation ? Against this it was pointed out that 
in one of the cases, the pyelolithotomy, the patient was 
lying in the lateral position. 

3. Was it due to the anzsthetic used ? This could be 
exonerated by the fact that a similar case occurred after 
a lumbar puncture in a case of cerebro-spinal meningitis 
in which no anesthetic was used. 


The more satisfactory theory is that suggested by 
Pcase—namely, that the condition is due primarily 
to injury to the intervertebral disc, with secondary 
changes in the vertebral bodies. If one assumes that 
the disc acts as a cushion permitting movement 
between the adjacent vertebre and in absorbing 
shocks, then this theory would seem a reasonable 
one. Pease suggested that the needle actually bored 
a hole in the annulus fibrosus through which the 
nucleus escaped. This would seem possible in children 
and would explain the early loss of joint space and the 
progressive nature of the lesion. Would such a theory 
be applicable to adults where the nucleus pulposus 
largely loses its fluid nature and is also proportionately 
smaller? Although it is conceivable that such a 
process may take place in the adult, the more likely 
explanation is that the trauma resulting from the 
impinging needle in the annulus fibrosa causes an 
inflammatory reaction with a consequent weakness 
in the fibrous wall permitting of a gradual escape 
of the nucleus pulposus. This is borne out by the 
X ray appearances of 3 of our cases where there 
was seen only slight erosion of the articular surfaces 


LEGENDS TO ILLUSTRATIONS ON PLATE 
DR. GORDON 


Fie, I.—Case 1. Right lung: emphysematous bulle and 
small pneumothorax. 

Fie. I1.—Case 2. Right lung a month after onset: lung 
re-expanding, bullz at right apex. 

Fie. I1I.—Case 3. Right lung partially collapsed; bulle 
at extreme apex. 

Fic. IV.—Case 4. Left spontaneous pneumothorax ; 
large bulle in both lungs. 


MR. MILWARD AND DR. GROUT 


Fies. I. and II.—Radiograms of lumbar spine in two 
cases after lumbar puncture. The first case had 
slight erosion of lower articular edge of third lumbar 
vertebra on August 12th, 1935 (I.a). On Sept. 16th, 
1935, there is loss of joint space, sclerosis of articular 
edges, and new bone formation (I.b). The second 
case showed on Sept. 19th, 1935, a small area of 
erosion on the left side of lower border of the body 
of the second lumbar vertebra (II.a). On March 25th, 
1936, he showed loss of joint space, sclerosis of arti- 
cular edges, and new bone formation (II.b). 
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at the first examination but complete involvement 
of the whole joint at a subsequent examination a 
month or two later. 

The technique of lumbar puncture evidently 
requires more consideration and care than is some- 
times given to it. Once the possibility of puncture 
of the intervertebral disc and the serious results which 
may follow are fully recognised there should be no 
difficulty in avoiding it by suitable technique. 





THE TOMOGRAPH 
ITS USE IN PULMONARY TUBERCULOSIS 


By Joun B. McDovuaeatt, M.D. Glasg., 
F.R.C.P. Edin., F.R.S.E. 


MEDICAL DIRECTOR OF THE BRITISH LEGION VILLAGE, 
PRESTON HALL, KENT 


(WITH ILLUSTRATIONS ON PLATE) 





THOSE of us who are examining X ray films from 
day to day are frequently at a loss to define certain 
markings that appear on films, even when the tech- 
nique in the X ray room is above all suspicion. Normal 
rib-markings, the sternum, the heart shadow, and the 
markings of the larger blood-vessels and bronchi do 
much to obseure the lung tissue. In the antero- 
posterior view not more than some 40 per cent. of 
the lung tissue is shown without being obscured, 
more or less, by superimposed shadows from the 
bony thorax or from the mediastinal contents. 
But even when a film shows the characteristic features 
of a cavity there may still be some doubt as to whether 
the cavity really exists or whether it is in the nature 
of a “ pleural ring,” a subject which in itself attained 
the dignity of a fuli discussion at a recent meeting 
of the Tuberculosis Association in England. The 
question may be one of considerable importance in 
the future treatment of the patient. 

Much, of course, is to be learned from oblique 
pictures and from stereoscopic devices, but in the 
fuimer there is much distortion in outline and only 
the really expert can interpret the information to the 
best advantage, whilst in the latter case the informa- 
tion is felt by some to be totally false ; added to this 
is the additional certainty that many men are not 
able to see stereoscopically. 





LEGENDS TO ILLUSTRATIONS ON PLATE 
DR. MCDOUGALL 


Fic. IlI.—Ordinary radiogram. Fibrosis in right upper 
zone with a large cavity with interlobar thickening. 
Infiltration of right middle zones and left upper and 
middle zones. 

Fic. IV.—Tomograms: IV.a, ventral section; small 
dense-walled cavity at right apex. IV.b, medial 
section; thick fibrous band between upper and 
middle lobes on right. IV.c, dorsa) section; the 
cavity. 

DR. 

Fic. I.—Sept. 26th, 1935. 

Fie. Il.—Jan. 2lst, 1936. 


MILLER 


Before operation. 
Collapse of both lower lobes. 


Note the height of the left diaphragm and the haziness 
at the right base. 


Fic. I1I.—Jan. 25th. Recovery of the left diaphragm and 
haziness in the right costophrenic angle. 


Recovery of both bases. 


Fie. IV.—Jan. 31st. 


It is in cases of thoracoplasty that we have 
found the greatest difficulty in obtaining from 
X ray plates the information which is most desirable 
from every standpoint. The usual antero-posterior 
film in such a case, more particularly when the opera- 
tion has been performed two or three years previously, 
presents no topographical data of much use in guiding 
the surgeon or the physician to advise the patient 
on any future line of action. In Germany, at least 
in Berlin, where chest surgery has certainly passed 
beyond the “ adolescent ” stage, it is not unco.nmon 
for patients who have been subjected to complete or 
partial thoracoplasty to return at some future date, 
with tubercle bacilli still present in the sputum, with 
a view to further operation. Examination of the 
X ray picture shows, in these cases, a general blurring 
that, in most instances, it is impossible to differentiate 
with any degree of certainty. 

Thanks, however, to the work of Chaoul! and 
Grossmann * who have elaborated on the earlier 
technique of Bocage,* Barielink,* and Ziedses des 
Plantes,’ an apparatus—the tomograph—has been 
evolved whereby it is possible to gain much informa- 
tion which was previously a closed book. 


THEORETICAL PRINCIPLES 


The physics of tomography are fully explained 
in the publications of the authors just mentioned. 
It is enough here to say that the object of the instru- 
ment is to take a section of the lung tissue at any 
given point with a view to eliminating the denser 
structures above and below the section to be photo- 
graphed. The physics of the process may be best 
explained by the diagrams in Fig. I., which are similar 
to those appearing in the handbook of the firm which 
supplies the apparatus.* 

The tube and the plate are connected in the apparatus 
ia such a way that they can be revolved around a 
horizontally placed axis. The patient lies on the table (£). 
The tube focus can be made to move by an electrical 
adaptation in an arc from left to right whilst the film (c) 
is, by a reciprocal action in the mechanism, moved 
simultaneously from right to left. The mechanics are 
adjusted so that during its movement the film always 
moves parallel to the surface of the table and 
parallel to the plane of the section to be photographed. 
If we consider the object (G), which lies in the plane of 
section, it will be seen that its protection (G 1) falls exactly 
on the same point of the film in all phases of the move- 
ment, and during the whole exposure. It will thus 
be fully defined at the end of the swing of the tube. 
The object (x), however, placed outside the plane of the 
section is, on the contrary, projected on to a different 
point on the film in each phase of the movement, as a 
result of which it is so little exposed in any of the positions 
that for all practical purposes there is no image, and so 
the object (H) is not represented in the film at all. The 
principle applies not only to the two bodies (G and 4), 
but to all other similarly placed bodies within the scope 
of the rays. 


It follows that only the objects within the plane 
of the section are clearly produced whilst all bodies 
above and below are so diffused and under-exposed 
that they do not appear at all. Further, since 
the pivot is movahle the piane of section can be 
varied so that one can obtain X ray photographs 
at any desired depth in the body. A photograph 
of the tomograph which has recently been installed 
at Preston Hall is shown in Fig. II. 


THE INSTRUMENT IN USE 


For all practical purposes three tomograms are 
ample for accurate diagnosis, the first section being 


* Electricitats-Gesellschaft, Berlin. 
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taken through the chest at a distance of 7 cm. from 
the front of the chest, the second at the level of the 
hilum, and the last at about 7 cm. from the posterior 
thoracic wall. 

The tomograph has a double-column steel tube- 
stand which holds the tube and the plate. The whole 
structure is fitted with an axle-pin around which the 
frame which guides the codrdinated movement of the 
tube and film revolves. The vertical position of 
the structure decides the height of the axle-pin, and 
so the height at which the section radiogram is to be 
taken. The lower part of the guiding frame carries 
the necessary apparatus for the cassette with Bucky 
diaphragm. 

The patient is laid on the table over the cassette 
and the axle-pin brought to the desired height for the 
section by the adjustment of the structure on the 
stand. The apparatus is set in motion by pressing 
a button, and the tube then swings gently from right 
to left whilst the cassette moves correspondingly 
from left to right. There is a further adjustment 
which controls the extent of the are which is traversed 
by the tube and the plate, and by this means it is 
possible to obtain sections from some 3mm. up to 
3cm. in thickness. Those interested further in the 
physics governing the use of the tom graph are 
referred specially to a recent article by Grossmann. 

The minimum exposure is 1 sec. for section 
photographs, but the apparatus is capable of 
taking ordinary X ray photographs. A brief 
experience at Preston Hall with the tomograph 
has proved that it is simple to use, and that there 
is complete safety. 

There is little doubt that, by the elimination of the 
major part of the bony thorax, it is possible to gain 
information which is of the greatest value. It is 
now possible to trace the position, shape, and form 
of cavities in a way that has hitherto been impossible. 
The use of the apparatus in cases of suspected 
bronchiectasis is a field of research on its own, whilst 
the clarity with which abnormalities in the larger 
blood-vessels and bronchi can be revealed will no 
doubt appealto many. It is, however, in the diagnosis 
and treatment of pulmonary tuberculosis that the 
tomograph is likely to be of most value. 


-A 





The radiological appearances in the film taken at Preston 
Hall confirmed those reported from Grosvenor Sanatorium, 
where the patient had previously been, but in view of the 
possibility of surgical treatment being undertaken it 
was decided to 
investigate 
further by 
means of 
tomography. 
The ventral, 
medial, and 
dorsal sections 
of the chest are 
shown _respec- 
tively in Figs. 
IV. a, b, and ec 
(on Plate). The 
almost complete 
absence of the 
rib shadows, 
especially in the 
ventral and 
medial sections, 
is at once 
noticeable. It 
will be seen that 
the trachea 
stands out very 
clearly in all 
the three sec- 
tions, and that 
there are the 
markings of the 
cartilages to be 
seen in the 
medial section. 


In the region of the right upper lobe in the ventral 
section there is a small dense-walled cavity to be seen, 
but this is regarded as the anterior end of the large cavity 
which is to be noted in the normal “flat ’’ picture in Fig. ITI. 
Towards the periphery of this somewhat thick-walled 
cavity is a vertical band which is almost certainly the 
outer edge of the cavity, but lying at a deeper level. 
This view is confirmed by examination of the medial and 
dorsal photographs. In the medial picture the outstand- 
ing feature is the thick fibrous band between the upper and 
middle lobes on the right side. Towards its inner end, this 
stout interlobar fibrous band appears to be adherent to 
the lower part of the cavity. It is also in the medial photo- 
graph that the disease at the left upper lobe first comes to 
notice. The clarity with 
which the blood-vessels are 
seen, in the medial section 
especially, is one of the most 
interesting features in tomo- 
graphy. (A full and detailed 
description of the individual 
blood-vessels and _ bronchi 
visible in tomograms of the 
normal chest is given by 
Greineder.*) In the dorsal pic- 





FIG. II.—The tomograph. 





| 








FIG, I.—Illustrating the physics of tor: <raphy (see text). 


CASE REPORT 


The preliminary work in the X ray department at 
Preston Hall has been devoted to the information 
that can be given concerning cavity formation, and 
the following note may prove of interest in this 
connexion. 


A man, aged 33, was admitted to Preston Hall on 
Feb. 3rd, 1936. The radiological report accompanying 
the patient stated that there was fibrosis over the right 
upper zone with a large cavity and interlobar thickening, 
and infiltration on the middle zones of the right lung and 
over the upper and middle zones of the left lung (Fig. ITT. 
on Plate). 





ture the cavity stands out with 
great clearness and shows a 





peculiar bulging into its lower 
wall; the particularly dense 
structure of the inner wall is 
also most noticeable. 

From the series of pictures taken at Preston Hall 
we can confirm the view of Chaoul, that it is the 
dorsal pictures which give the most valuable 
information. 

Another interesting feature of the dorsal photograph 
is the relative clarity of the vessels in the left lower lobe, 
now freed to some extent from the heavy shadowing of 
the heart. The patient was operated on on March 24th, 
1936, by Mr. Laurence O’Shaughnessy. Apicolysis was 
carried out, using the posterior approach after resection 
of portion of the third rib. The posterior approach 
was selected, in this case, on account of the radiological 
findings. The extrapleural space was packed with some 
300 c.cm. of a paraffin mixture containing bismuth and 
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Vioform. The wonnd was closed in layers "without 
drainage. 

There was no post-operative disturbance and the wound 
has healed by first intention. 


SUMMARY 


In the new technique in radiography here described 
it is possible to demonstrate certain pathological 
changes in different sections of the same chest. 
In the case reported the information given by the 
tomograph was of considerable value to the surgeon. 
In this fresh field of radiological investigation there 
is scope for research that may do much to add to our 
present knowledge of chest diseases and especially 
of pulmonary tuberculosis. 


I desire to express my thanks to Dr. A. Ross who has 
taken the photographs incorporated in this article, and 
to Mr. L, O’Shaughnessy for the notes on the surgical 
aspects of the case, 
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BILATERAL MASSIVE COLLAPSE OF 
THE LUNGS 


By A. K. Mitier, M.R.C.P. Lond. 


MEDICAL SUPERINTENDENT, CROSSLEY SANATORIUM, DELAMERE ; 
LATE SENIOR ASSISTANT RESIDENT MEDICAL OFFICER AT 
THE ROYAL NATIONAL HOSPITAL FOR CONSUMPTION 
AND DISEASES OF THE CHEST, VENTNOR 


(WITH ILLUSTRATIONS ON PLATE) 


Cases of acute massive collapse of the lung are 


not uncommon; they usually follow an upper 
abdominal operation, but may also be due to a variety 
of other causes, ranging from injury to the thorax 
to diphtheritic paralysis of the diaphragm. Several 
cases have been recorded following thoracoplasty, 
Lambert and Berry ' recording 6 cases in 100 thoraco- 
plasties, wuile there have been 2 in the last 25 cases 
here at the Royal National Hospital. 

Bilateral massive collapse, however, is much less 
common, and it is seldom that one is fortunate 
enough to obtain X ray photographs showing the 
bilateral collapse and the independent recovery of 
each lower lobe. For this reason it is thought worth 
while to publish the following case. 


The patient was a married woman of 41, a school- 
teacher. In 1930 she had a right-sided pleurisy and was 
off work for eleven months. She kept well thereafter 
until November, 1934, when she developed symptoms of 
pulmonary tuberculosis. In March, 1935, cough and 
sputum developed, and in July she ceased work. 

She was admitted to the Royal National Hospital on 
Sept. 26th. There was a lesion involving the upper zone, 
fibrocaseous at the apex with a. thin-walled cavity, and 
fresh infiltration lower down (Fig. I. on Plate) The 
general condition was fair; temperature, normal; sedi- 
mentation-rate, 17 mm.; sputum, 4 oz., containing 
tubercle bacilli. 

Four attempts were made to induce a right-sided 
artificial pneumothorax on Oct. 4th and 8th, but without 
success. On Nov. 7th the patient had a slight hemop- 
tysis with a temperature of 100° F. on the following day ; 
this settled in a week. A month later there was some 
staining but not further hemoptysis. 


On Jen. 18th, 1936, Mr. Price Thomas putenned an 
upper stage thoracoplasty, with gas-and-oxygen anesthesia 
by Dr. Robert Machray. Omnopon and Hyoscine had been 
given before operation. Large portions of the first, second, 
and third ribs were removed and smaller portions of 
fourth and fifth ribs. The patient was returned to bed 
and nursed from then onwards sitting upright; the right 
side was strapped firmly to permit coughing, and an 
expectorant mixture was given 4-hourly. The next day 
her general condition was good and the temperature 
100-4° F. The drainage-tube was removed and the chest 
examined. She was seen during the morning of Jan. 20th 
and appeared comfortable. At 3.30 p.m. she complained 
of sudden acute pain on the right side and of great diffi- 
culty in breathing. Seen at 4 p.m. she was very dy spnoic 
but not cyanosed. The pulse-rate was 144 and respira- 
tions 36, and she was obv iously very ill. Examination 
showed complete dullness at both bases, with absent 
breath and voice sounds; the heart was not displaced, 
and it was noticed that the epigastrium was retracted 
on inspiration. A diagnosis was made of acute 
massive collapse of both lung bases, but it was thought 
advisable to explore both beses to exclude an effusion ; 
this was rapidly and painlessly done with negative 
results. 

The patient’s condition remained unchanged until 
Jan. 21st when a radiogram (Fig. II.) confirmed the clinical 
diagnosis, both diaphragms being markedly elevated. 
On Jan. 24th there was a return of breath sounds and 
normal resonance at the left base. A radiogram (Fig. IIT.) 
on Jan. 25th showed recovery of the left base with the 
left leaf of the diaphragn in the normal inspiratory posi- 
tion, while the right was still high with collapse of the 
right base. Clinically the patient’s condition showed 
marked improvement. By Jan. 3lst the right base had 
returned to normal and an X ray photograph (Fig. IV.) 
showed recovery of both bases and a normal diaphrag- 
matic shadow on both sides. By the end of March she 
had started exercise and had practically lost her sputum. 


DISCUSSION 


In 1935 Holst, Semb, and Frimann-Dahl ? recorded 
51 cases of atelectasis following thoracoplasty on 104 
patients, all of whom had had radiograms taken shortly 
after operation. They were of the opinion that 
collapse was due to blocking of a bronchus by sputum 
and was directly due to the inability to expectorate. 
They also attached considerable importance to the 
functional efficacy of the diaphragm, reporting 
43 cases of collapse out of 64 patients with impaired 
or aBsent movement of this muscle, compared with 
3 in 27 cases with normal diaphragmatic movement. 
Collapse was always on the same side as the opera- 
tion. They also report 5 cases of death from “‘ mecha- 
nical suffocation by obstruction of the chief bronchi 
of both lungs by bronchial secretion.” In _ these 
cases the lower lobe on the side of the operation was 
usually atelectatic, while the bronchus to the oppo- 
site lower lobe was obstructed by thick secretion ; 
but the lung showed no collapse: air takes about 
two hours to absorb and death must have occurred 
before this had time to happen. 


The theory that massive collapse is due to the 
obstruction of a bronchus by secretion is supported 
by the experimental work of Coryllos and Birn- 
baum,* who occluded the bronchi in dogs by means 
of balloons filled with a radio-opaque substance, 
and were able to demonstrate collapse 4-6 hours 
later. Similar results were obtained by Lee and 
others,‘ using such substances as acacia. These 
authors laid stress on the necessity for the abolition 
of the cough reflex, a reflex frequently in abeyance 
immediately after thoracoplasty because of the 
damage to the thoracic wall and the pain induced by 
coughing. 

Several noted following the 


cases have been 
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injection of lipiodol, notably by Jacobaeus * and by 
Scott Pinchin and Morlock. The collapse was 
demonstrated by radiography within a few minutes 
of the introduction of lipiodol. Jacobaeus ® observed 
one case in which collapse appeared and disappeared 
without any lipiodol being expelled from the bronchus ; 
he considered that the syndrome was due to spasm 
of the bronchioles. 


Pasteur,’ who was chiefly responsible for drawing 
attention to the condition in modern times, believed 
the cause to be a reflex paralysis of the respiratory 
muscles chiefly affecting the diaphragm. Charlton 
Briscoe * has maintained that the condition is due 
to postural deflation associated with diaphragmatic 
pleurisy. While it is true the majority of cases 
have pain at the onset, this is usually considered to 
be due to the displacement of the mediastinum to 
the affected side. Macklin * has described a well- 
developed musculature running from the larynx 
to the alveolar mouths; and Woodburn Morison ?° 
has put forward the view that this myo-elastic 
network is first over-relaxed and then goes into 
spasm, actively expelling the air from the lung and 
thus producing atelectasis. Finally, one has only to 
see the marked dropping of the apex of the lung 
which may occur after an apical thoracoplasty com- 
bined with extra-fascial pneumolysis, to realise that 


a mechanical factor may be introducsd—namely, 
kinking of the bronchus, 

In the case described above, cough had been good 
for the 48 hours following operation, and it is difficult 
to see how she had accumulated enough secretion 
suddenly to block both lower lobe bronchi. It seems 
possible that the cause suggested by Woodburn 
Morison, a reflex spasm of the muscle of the bronchial 
tree, was responsible for this case of massive collapse. 


I am indebted to Dr. G. O. Hempson, the medica! 
superintendent of the Royal National Hospital, for 
permission to publish the facts of the above case, and to 
Mr. Price Thomas for criticism and advice. 
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THE TREATMENT OF TINEA CRURIS 


By Norman Hatiows, M.D. Cxon., M.R.C.P. Lond., 
D.P.H. 


MEDICAL OFFICER TO MARLBOROUGH COLLEGE 





In a previous article! on the control of tinea 
cruris, treatment of this and allied epidermophytoses 
with chrysarobin was advocated. Since then 310 
cases have been so treated and no failures have 
been recorded although the patients were kept under 
observation for an adequate period. The only recur- 
rence observed was in the case of a boy who after 
treatment wore clothing which had been disinfécted 
at home by fumigation. 

It may be that this method is regarded as too 
cumbersome for individual use, for it appears to 
be but rarely employed except by those who have 
numbers of these cases to treat. In general, reliance 
seems to be placed chiefly on applications of salicylic 
acid ointments, tincture of iodine, ung. hyd. ammon., 
ung. zinci, and washing with potassium permanganate 
solution. These remedies however, as commonly 
used, do not appear to be satisfactory in practice, 
for of the 60 most recent cases under notice, there 
were 20 in which they had just previously been 
applied for periods ranging from a few days to six 
weeks but in which further treatment was nevertheless 
required, either by reason of manifest activity of the 
lesions or owing to the presence of untreated infected 
areas usually in the axillz or natal cleft. 

The exhibition of chrysarobin has certain dis- 
advantages : samples vary much in potency, clothing 
is stained, and there is an irritant action on normal 
skin. Cignolin, which is a chemical compound akin 
to chrysarobin, appears to be constant in action and 
does not affect the clothing or skin so severely ; 
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moreover by its use treatment is shortened to three 
days as its mycocidal action is much greater. Sixty 
cases of tinea cruris have been treated with cignolin 
using a daily application for a period of three days, 
and in spite of continued observation after treatment 
no failures have so far come under notice. Adequate 
disinfection of infected clothing by boiling or by 
pressure steam to prevent reinfection is of course 
a necessary part of the treatment. 


Treatment.—At the outset the whole surface of the body, 

particularly the axillw, the natal cleft, and the feet, should 
be examined. This procedure should be repeated daily 
during treatment. The patient should be isolated and kept 
in clean pyjamas during treatment. For three days, 
once daily, dressings spread with cignolin 2 per cent. 
in soft paraffin are applied with bandages. Even if one 
thigh only is affected both should be thus treated. At 
the end of this period only disinfected or non-infected 
clothing should be worn and the patient may be dis- 
charged. As an additional precaution ung. acid. benzoici 
B.P. should be applied nightly for a week to the treated 
areas. 
Infection of the toes and feet should be treated 
with cignolin ointment for a week. A further week’s 
treatrhent may be found necessary after a fortnight’s 
interval. 

When epidermophyton lesions are seen in an early 
stage they may be no larger than a threepenny piece. 
It has been found by experience that these early 
foci, up to about the size of a shilling, can be 
effectively dealt with by a single painting with a 
saturated solution of cignolin in benzenum, but as 
the adjacent areas may already be infected ung. acid. 
benz. B.P. should be applied for a week and the 
patient should be under observation for a further 
two weeks. The fact that these small early lesions 
react favourably to this treatment, and without 
reinfection occurring when disinfection of clothing is 
omitted, suggests that spore-formation has not at this 
stage infected the clothing. The use of this method in 
any but the very early stage of infection is unreliable, 
but it gives entirely satisfactory results if used with 
discrimination. 
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PNEUMOCOCCAL SEPTICZMIA WITH 
ORGANISMS IN THE BLOOD FILM 





By E. Harpy, M.R.C.S. Eng., D.P.H. 


ASSISTANT PATHOLOGIST, LONDON COUNTY COUNCIL, GROUP 
LABORATORY, MILE END HUSPITAL 


Tue following case is unusual inasmuch as it was 
possible to make a diagnosis of pneumococcal septi- 
cemia from the examination of a blood film. 

Mrs. A., aged 51 years, was admitted to the Mile 
End Hospital on Feb. 10th, 1936, with the following 
history. 

Personal history.—First attack of malaria 30 years 
ago and several attacks since. 

Present illness.—Had complained of shivering 
attacks for the last week. On Feb. 9th she did not 
know her relatives and became very blue, and she 
was sent to hospital by her doctor as ? malaria. 








Condition on admission.—Patient extremely ill and 
delirious, with large subcutaneous hemorrhages on 
face, arms, and legs. No rash evident. There was 
extreme inflammation of the throat, and the patient 
was vomiting a dark brown fluid. 

The main features therefore were (a) fever, (b) 
delirium, and (c) hemorrhages of face, arms, gums, 
anda hemorrhagic vomitus. No abnormal signs were 
found in chest, abdomen, or central nervous system. 

From the clinical aspect the following possibilities 
were considered : (a) acute streptococcal septicemia ; 
(b) poisoning by drugs ; (c) malaria ; (d) typhus fever. 

A blood count was carried out amongst other 
investigations, and on examination of the blood 
smears stained by Leishman’s method there was a 
definite leucocytosis, and diplococci, morphologically 
resembling pneumococci, were present in considerable 
numbers. Moreover, phagocytosis was observed in 
many fields. This was at 3.30 p.m. on the day of 
admission, and as it is distinctly rare to find organisms 
in ordinary blood smears further specimens were 
taken at 5 P.M. 

As seen in the photographs of the smears 
numerous diplococci are present. These were 
proved by the bile solubility test to be pneumo- 
cocci, and as they did not agglutinate with type I., I1., 
and III. sera they were classified as type IV. A 
small platinum loopful of blood was inoculated on a 
blood-agar plate; there was a luxuriant growth of 
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pneumococci after 24 hours’ incubation. The Weil- 
Felix reaction was negative. 

The patient died one hour after the smears were 
taken. Unfortunately consent for a post-mortem 
examination could not be obtained. 


I should like to thank Dr. A. Randle, medical super- 
intendent of the Mile End Hospital, for permission to 
publish this case ; also Dr. A. 8S. Wesson, under whose care 
the patient was, for supplying the clinical data. 





NITROUS OXIDE AND OXYGEN 
ANASTHESIA IN THE TREATMENT OF 
ECLAMPTIC FITS 


By THEODORE W. ALLEN, M.B. Dub., D.C.0.G. 
MEDICAL OFFICER TO THE CITY OF LEICESTER MATERNITY HOME 


THE possibility of controlling eclamptic fits by 
continuous nitrous-oxide-oxygen anxsthesia in con- 
junction with sedatives has not, I believe, been 
referred to in text-books, or in reports of societies, 
and I think the details of a case so treated may be of 
some interest. Strogonoff states that the essential 
step in treatment is to stop the fits (for this purpose 
he uses morphia, chloral, and chloroform) and to leave 
the patient to eliminate her own poison. On theoretical 
grounds the use of chloroform is undesirable. 

A primipara, aged 23, was admitted to the City of 
Leicester Maternity Home on May 23rd. She had attended 
the antenatal clinic regularly. At her last visit on 
May llth her condition was apparently satisfactory. 
Her blood pressure was 110/75mm. Hg; no albumin, 
no cdema, no headache, &c. Between that date and her 
admission she had slight edema of one ankle in the 
evenings, which disappeared by morning. She was in 
fact said to be particularly fit and well. 

On admission nothing abnormal was noted; labour 
pains were slight and the os admitted two fingers. Castor 
oil and an enema were given during the course of the day. 

The eclamptic fits began at 3.50 a.m. on the 24th and 
there were 13 in all, the last being at 8.25r.m. The 
third and subsequent fits were of a severe type, with a 
very long tonic stage and extreme cyanosis. Nitrous 
oxide and oxygen was administered immediately after 
the fourth fit (the first four occurred at 3.50, 4.30, 5.15, 
and 5.45 a.mM.; morphine sulphate, gr }, was given hypo- 
dermically after the second and third) and light anesthesia 
was maintained until 8.5a.m. During this time 4 oz. 
of urine was withdrawn by catheter and the bowel was 
washed out with 2 gals. of sodium bicarbonate in normal 
saline. The os being three-quarters dilated, the mem- 
branes were ruptured and grs. 30 each of potassium bromide 
and chloral hydrate were left in the rectum. As much 
oxygen as possible was given, averaging 40 per cent., and 
the patient's colour remained good. The fifth fit occurred 
at 8.15 4.m., 10 minutes after ceasing anesthesia; the 
mask was reapplied, and another, the third injection 
of morphia (gr. }), was given. The sixth fit began at 
9.25 a.m., and the anesthetic was recommenced and main 
tained until 1.10 p.m.- The uterus had been contracting 
strongly, with only short periods of relaxation, and at 
12.30 p.m. the head was on the perineum. The administra- 
tion of the anesthetic was handed over to a colleague, and 
the patient delivered with forceps at 12.50Pr.m. The 
placenta and membranes were expelled 10 minutes later. 
Hemorrhage was within normal limits, and ergometrin 
was given intramuscularly. Anesthesia was stopped after 
the patient was cleaned up, and a further, the fourth, 
injection of morphia (gr. }) given. 

The first post-labour fit, or seventh of the series, oceurred 
about 5 minutes later at 1.15 Pr.m. No further fits occurred 
till 3Pe.m. (No. 8) and 3.30P.m. (No. 9). Commencing 
at 6.5 P.M. gas-oxygen was again administered for 20 
minutes in order that nursing attention might be given ; 
and as the patient had been very restless, the fifth and 
last injection of morphia (gr. }) was given. The tenth 
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fit occurred at 6.30 P.m., five minutes after ceasing anzs- 
thesia, the eleventh at 8Pp.m., the twelfth at 8.15 P.m., 
and the thirteenth and last at 8.25epm. At 11 P.M. the 
pulse was still 120 but rather weak. Chloral hydrate, 
grs. 30, was given by mouth at 9.20 P.m. as the patient was 
still.very restless, and repeated in doses of grs. 20 at six- 
hourly intervals, from 12.30 a.m. on the 25th till 12.30 a.m. 
on the 26th. On the 26th the patient was perfectly clear 
mentally, but vision was very defective, and memory 
of the days preceding the attack completely lost; the 
blood pressure was 140/90. Since then vision has 
become normal, and memory returned up to the morning 
preceding the onset of the attack. Her general condition 
was good, the blood pressure 134/80, and urine normal. 

The baby (female) was deeply cyanosed at birth. 
Oxygen was given, but she remained very feeble for two 
days, of poor colour, with shallow respirations ; for the 
first 8 hours blood-stained froth welled up into her mouth. 
Apart from the administration of rectal glucose saline, 
the baby was not touched or moved, and was not washed 
or dressed until the 28th. She now sucks well, cries 
lustily, and has a good colour. 


CONCLUSIONS 


This case shows that light gas-and-oxygen anes- 
thesia, in conjunction with morphia, can be easily 
and safely administered, and absolutely stops 
eclamptic fits. A high percentage of oxygen can 


be maintained. There was absolutely no anxiety 
about the patient’s condition during the periods of 
administration. There is no doubt that the baby 
suffered owing to the hypertonic condition of the 
uterus during the second stage, although it ultimately 
recovered. It will be noted there were 3 fits which 
immediately succeeded the cessation of a period of 
anesthesia. The seventh, or first post labour fit, 
was definitely in response to the stimulation of 
expelling blood-clot from the uterus. In the case of the 
other two, no abnormal stimulus had been applied. 

It would have been better had anesthesia been 
maintained continuously from its commencement 
right through the labour (which might have been 
allowed to terminate spontaneously) and for some 
hours afterwards; the difficulty would have been 
to know for how many hours after the termination 
of labour. 

I feel this method offers an easier and infinitely 
safer way of preventing fits than intermittent or 
prolonged administration of chloroform, and is 
worthy of further trial. 


I wish to thank Dr. E. K. Macdonald, medical officer 
of health for Leicester, for permission to publish this 
report. 
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NATIONAL ASSOCIATION FOR THE 
PREVENTION OF TUBERCULOSIS 


TuHIs association’s twenty-second annual conference 
was held in London from Thursday to Saturday 
of last week with Sir Robert Puivie (Edinburgh) 
in the chair. Explaining that the conference gave 
oceasion to review the situation to inspect the 
machinery, and, if possible, to quicken the pace, 
Sir Robert briefly referred to the subjects chosen for 
consideration, two of which were the examination 
of contacts and the tuberculosis of adolescents. 


Examination of Contacts 


Sir ARTHUR MacNatty (Ministry of Health) said 
it seemed probable that infection with tuberculosis 
was never a matter of minutes, or even of a few days, 
as it was in the acute infectious diseases. Contacts 
who acquired tuberculosis had usually been exposed 
to massive infection, often from a person who did 
not know that he had the disease. Statistical inquiries 
made for the Ministry of Health in various parts of 
the country had shown that the incidence of tuber- 
culosis morbidity and mortality was much greater 
in a contact population than in the general popula- 
tion. Since several years might elapse between 
infection and onset of actual disease, a single examina- 
tion of a contact was obviously not sufficient, but 
opinions differed widely as to the principles which 
should govern the selection of contacts for detailed 
and repeated examination. 

Dr. F. J. Bentitey (London County Council), 
after pointing out that the purpose of contact 
examination was three-fold—to detect incipient cases, 
to detect the original source of infection, and to 
facilitate preventive and subsidiary measures— 
gave a résumé of the views of the various tuber- 
culosis officers in the metropolitan boroughs. Three- 
quarters of these were emphatic about the value of 
contact examination of adults, but only a quarter 
were in favour of child-contact examinations. Dr. 
Bentley urged that their task for the future should be 


to concentrate on the examination and supervision of 
adults—particularly young women—who were con- 
tacts of known positive-sputum cases in the house- 
hold, or of patients with pulmonary tuberculosis who 
had died within the preceding five years. 

Dr. G. B. Drxon (Birmingham) said that the value 
of contact examinations depended largely upon the 
thoroughness of the investigation, and upon a correct 
assessment of the findings. The investigation at 
the dispensary should include both a physical and a 
radioscopic examination, followed by X ray photo- 
graphs whenever necessary. Intradermal tuber- 
culin tests should be applied to children, especially 
to those under ten years of age. The results of an 
examination of 500 stomach washes in children 
under ten years suggested the desirability of a careful 
primary investigation for every child contact, 
followed by a period of supervision. In 38 of the 500 
cases tubercle bacilli were found in the stomach 
wash, 6 of these children being notified cases of 
tuberculosis, 8 suspects, and 24 contacts with patients 
suffering from pulmonary tuberculosis. Physical 
signs were slight or absent in all the 38 positive 
cases, but each presented some radiographic signs. 
Very few were sick children, in spite of their laboratory 
and radiographic evidence. 

Mr. FRANK KIERNAN (director of the New York 
Tuberculosis and Health Association) described the 
Chadwick plan for mass-testing of the school popula- 
tion in Massachusetts, empkasising, however, that it 
was not intended to supplant the regular work of 
State and local tuberculosis clinics. This movement 
for the chest radiography of groups (industrial, 
scholastic, or otherwise) was gaining momentum every 
year in America. 


Protection of the Adolescent and Young Adult 

Dr. R. R. Tram (London) said that the problem 
of the adolescent and young adult was very urgent. 
Pulmonary tuberculosis still showed the highest 
incidence and the highest death-rate in those between 
the ages of 15 and 35, and since this was the most 
useful economic period of life, pulmonary tuberculosis 
was a more serious disease, from the point of view 
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of the community, than cancer. It had to be realised, 
moreover, that the vast majority of patients with 
pulmonary tuberculosis were at an advanced stage, 
and that even if they recovered, they were still open 
to a recurrence over a further long period of restricted 
activity. Dr. Trail then briefly outlined some of the 
theories put forward to explain the high incidence 
and death-rate in young adults, especially in females ; 
and quoted one of the conclusions arrived at by 
Bradford Hill in a paper read before the Royal 
Statistical Society this year, to the effect that the 
special occupational-environmental changes in female 
life were unlikely to be more than a partial factor, 
and that some factor common to both sexes was at 
work to keep up the death-rate from phthisis at young 
adult ages. This factor, Dr. Trail believed, was the 
tuberculisation of the community ; the disease that 
in the great majority lay latent, was liable, under 
physical and physiological strain, to spread until it 
became manifest clinical phthisis. Dr. J. Watt had 
pointed out at the conference in 1932 that the one 
true method of detecting the early stages of the 
disease was periodic examination, and that such 
early detection was the best protection. If the 
morbidity and mortality of tuberculosis at early adult 
ages was to be influenced it must be detected at a 
preclinical stage. Positive sputum was a late sign, 
and the presence of physical signs above the clavicle 
meant that at least a third of the lung was already 
involved. More attention ought to be paid in young 
adults to complaints of long-standing indigestion, 
amenorrhea, and the presence of fistula-in-ano ; 
a large proportion of such cases would be found 
on radiographic examination to have a latent pul- 
monary focus. The aim of the association was the 
prevention of pulmonary tuberculosis; this must 
mean the prevention of open pulmonary tuberculosis, 
for no one could hope by present known methods to 
prevent infection in civilised communities. On the 
other hand, it was most expensive to treat established 
lesions with any prospect of arrest, and even where 
such an arrest was attained, to deal with the problems 
of relapse and reactivity. The expense of tuberculosis 
services might be detinitely reduced over a period of 
20 years if money were now spent in attempting 
to detect by X ray examination latent disease in the 
young adult. Also, which was far more important, 
this would greatly increase the chance of saving life 





The Practitioner’s Library of Medicine and 
Surgery 
Vol. 1X. Neurology and Psychiatry. Supervising 
Editor: GrorGeE Biumer, M.A., M.D., David P. 
Smith Clinical Professor of Medicine. Associate 
Editors: James C. Fox, Junr., B.A., M.D., Asso- 
ciate Clinical Professor of Neurology, and CLEMENTS 
C. Fry, B.S., M.D., Associate Professor of Psy- 


chiatry and Mental Hygiene, Yale University 
School of Medicine. London: D. Appleton- 


Century Company. 1936. 
in sets. £2 10s. per volume. 


Pp. 1234. Only sold 

Ir is to be hoped that publishers do not over- 
estimate the appetite of the general practitioner for 
encyclopedias and compendiums of medical know- 
ledge or his capacity to pay for them, for such monu- 
mental productions are becoming almost as common 
as blocks of flats. Volume [X. of The Practitioner’s 


Library of Medicine and Surgery is concerned with 
pages 


neurology and psychiatry. Over 1200 are 
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and alleviating distress at an age when the death-rate 
showed no real decline in spite of all other methods 
of early diagnosis so far employed. 

Dr. 8. VERE PEARSON (Mundesley) emphasised the 
factor of anxiety and discouragement in the high 
incidence of pulmonary tuberculosis in adolescents 
and young adults. Depressing home circumstances, 
fear of falling out of work, and very often the burden 
of one or more dependents, even in the case of very 
young persons, meant a strain which eventually 
induced a serious breakdown in health. The speaker 
quoted the late F. G. Crookshank as saying that 
‘“ phthisis always has an origin in discouragement,” 
and Dr. W. 8. Gilmour as incriminating, especially 
in the case of young women, the anxieties connected 
with industrialism and other psychological strains 
rather than the factors of undernourishment and 
overcrowding. 

Dr. JANE WALKER looked upon fatigue as a very 
potent factor in the causation of tuberculosis in the 
young adult. People living too far from their work 
and having to travel long distances, in crowded trains 
or buses, arrived at their work worn out before they 
started. Garden cities and schemes on the lines of 
the projected ‘“‘Hundred New Towns” would 
gradually help in decentralising factories, workshops, 
and other places of business and relieve the congestion 
in existing industrial cities. The natural immunity 
possessed by most people to the disease fell both 
with fatigue and with shortage of food, especially 
fats. Improvement of housing conditions was worse 
than useless unless it was accompanied by improved 
nutrition. Underfeeding definitely promoted tuber- 
culosis, and efforts to give the population better 
meals would do more than any other single factor 
to prevent tuberculosis in adolescents and young 
adults. It was necessary, however, to ascertain the 
real extent of the problem. Examinations begun 
at school age, repeated half-way through school life 
and on leaving, should be carefully and thoroughly 
carried out, and a similar careful physical examination 
should be made of all young persons before their 
entry into industry or college life. The plan now 
prevalent of appointing doctors to large business 
establishments was excellent, and where it was 
sympathetically carried out it should result in far- 
reaching improvements in the health of workers of 
both sexes. 


divided into nearly 50 chapters, each written by a 
different neurologist or psychiatrist, almost all of 
them practising in the United States. The psychiatric 
sections deal with the general principles of psycho- 
pathology, psycho-analysis, mental deisciency, manic- 
depressive psychosis, and schizophrenia. The greater 
part of neurology is also covered, the articles for the 
most part being written so as to expound the bearing 
of recent developments. The level of writing, illus- 
tration, and production is high. The book suffers, 
however, from the unevenness which is probably 
inevitable in any production by many authors, and 
also from the tendency of the specialist to give the 
practitioner at the same time too much and too little. 
Some of the articles seem more appropriate to a 
neurological review, for example, Dr. Yakovlev’s 
admirable summary of the congenital ectodermoses; 
and few practitioners, even after reading the very 
lucid account of the technique of and indications 
for ventriculography and encephalography, are likely 
to want to do these themselves. Dr. Lennox, on the 
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other hand, in his article on epilepsy, has been parti- 
cularly successful in combining theoretical and 
practical considerations; and Dr. Francis Grant’s 
contribution on brain abscess and spinal epidural 
abscess, and that of Dr. Charles Bagley, Junr., on spon- 
taneous subarachnoid hemorrhage are also valuable. 
The book is a useful work of reference which will 
probably appeal more to post-graduates interested 
in neurology than to general practitioners. 





Post-graduate Surgery 


Vol. II. Edited by Ropngy Marneort, F.R.C.S., 
Senior Surgeon to the Royal Waterloo Hospital. 
London: Medical Publications Ltd. 1936. 
Pp. 1747-3572. 708. (£9 9s. set of 3.) 


CONSIDERING its enormous bulk this book is dis- 
appointing from the point of view of the post-graduate 
since it omits many important details of surgical 
technique, and gives very little advice about the 
choice of cases suitable for operation. With a few 
notable exceptions the contributors have concerned 
themselves with the mere description of yarious 
forms of treatment instead of discussing when an 
operation should be performed, and why one opera- 
tion is preferable in certain circumstances to another. 
The space allotted to the various subjects is quite 
out of proportion to their importance. The surgery 
of the female genital organs occupies nearly 500 
pages, whereas only 200 are allowed for the skull, 
brain, spinal cord, and neck. The surgery of the 
hand is dismissed in 15 pages, though it must be 
noted that Mr. Hamilton Bailey has made admirable 
use of this small space. In fact one is tempted to 
conclude that if all the chapters had been made of a 
length to correspond to this one, and to that by 
Mr. MeNeill Love on the breast, the size of the book 
would have been kept within more reasonable limits ; 
but this demands a conciseness of diction which few 
authors can achieve. 

The sections on the thorax by Dr. R. Sleigh Johnson 
and Mr. T. Holmes Sellors, and those on the urinary 
system and male genital organs by Mr. J. C. Ains- 
worth-Davis are the best in this volume, presenting 
an adequate review of the recent advances in both 
these branches of surgery. Mr. L. R. Broster has 
contributed a clear and interesting account of the 
adreno-genital syndrome and its treatment, but 
surely the surgery of the suprarenal gland is not 
confined to this condition. The chapter on ortho- 
pedics by Mr. St. J. D. Buxton devotes scant atten- 
tion to difficult cases of talipes, or to deformities of 
the hip and spine, but does include an account of 
acute infections of bones and joints. There are 
many misleading statements in the chapter on the 
sympathetic nervous system by Mr. Lawrence Abel, 
whose enthusiastic advocacy of sympathectomy for 
an incredible variety of diseases gives no hint of 
the misgivings and doubts which assail the minds 
of most experienced workers in this field. 

The illustrations, many of which are excellent, 
have not been selected with sufficient care, and the 
book would be greatly improved if they were reduced 
by nearly half. Sketches of incisions with which 
every student is familiar, and reproductions from 
instrument makers’ catalogues, are an unnecessary 
disfigurement as well as a considerable addition to 
the bulk of the book. Until the present production 
has been very carefully pruned and many of the 
sections have been rewritten, it is unlikely that 
this work will replace the well-established systems of 
surgery. 


REVIEWS AND NOTICES OF BOOKS 


{[suLy 25, 1936 


The Vegetative Nervous System 


A Clinical Study. By Wutr Sacus, M.D. London : 
Cassell and Co., Ltd. 1936. Pp. 168. 15s. 


Dr. Sachs states that his aim in writing this book 
has been to give the reader “a quick orientation in 
and a practical approach to the whole question of 
vegetative imbalance,” and to supply an ordinary 
description of the various tests, clinical observations, 
diagnostic criteria, and the essential anatomical, 
physiological, and pharmacological data. After 
a historical approach by way of nomenclature and 
definitions the author describes the anatomy and 
physiology of the autonomic nervous system. The 
consideration of its pharmacology leads to a critical 
discussion of the conceptions of vagotonia and 
sympathicotonia. The most valuable part of the 
book, as Sir Walter Langdon-Brown points out in 
his introduction, is Dr. Sachs’s description of the 
pharmacological tests of autonomic activity. This is 
detailed and practical, and the author cannot be 
blamed for the fact that it is much easier to describe 
the tests than to draw conclusions from them when 
they have been carried out. 

Since Dr. Sachs describes only in tabular and 
rather incomplete form the syndromes due to central 
lesions of the vegetative nervous system, the title of 
his book is perhaps a little ambitious. There are 
some minor errors and omissions. For example, 
Sergent who first described white dermographism is 
called Sargent in the text and Sargeant in the biblio- 
graphy. And the carotid sinus reflex deserves more 
than the very brief reference accorded to it. Never- 
theless, Dr. Sachs has accomplished his purpose and 
his book will be useful to those who wish to make a 
clinical study of that somatic equivalent of the state 
of central Europe—autonomic imbalance. 





Les ostéotomies sous-trochantériennes 


Dans le traitement des luxations congénitales invé- 
térées de la hanche. By PrerRRE-MARCEL LANCE. 
Paris: Masson et Cie. 1936. Pp. 138. Fr.30. 


Arter tracing the evolution of operations for 
unreduced congenital dislocation of the hip and 
giving a brief account of the pathological anatomy 
of the condition, the author makes a critical survey 
of the various forms of subtrochanteric osteotomy 
which have been practised for its relief during the 
past 50 years. He divides the procedures into two 
groups: those intended purely for the correction of 
flexion or adduction deformities, and those designed 
to provide a new stable and movable pivot to support 
the weight of the body. The indications for and the 
mechanical principles underlying osteotomy in the 
former group are obvious, and case reports and some 
good skiagrams are provided to illustrate the results 
of such operations. 

In the second group three osteotomies are dis- 
cussed—the Lorenz bifurcation operation, the Schanz 
osteotomy, and the operation favoured by Lance 
himself. The Lorenz operation is considered unsatis- 
factory because many patients are left with painful 
and unstable hips in which movement is severely 
limited. The Schanz osteotomy, though sounder in 
principle, still leaves much to be desired in its results. 
The author therefore recommen@s an operation’ in 
which osteotomy is performed at the level of the 
acetabulum, and, the upper fragment being then 
strongly adducted, the lower is firmly pushed up 
against its inner end. By this method the weight 
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of the body is supported through the acetabulum 
and the adducted upper end of the femur, the line 
of thrust passing through the shaft of the bone 
which lies parallel to the long axis of the body instead 
of in the abducted position. Lance states that 
movement at the hip is greater than after the other 
operations, and that lowering the great trochanter 
permits the gluteal muscles to act at a greater 
mechanical advantage. He gives a full description 
of the technique of the operation, including the use 
of a special instrument for forcibly adducting the 
upper fragment of the femur. 





Psycho-analysis and Social Psychology 


By Prof. Witittam McDovuacati, M.B., F.R.S., 
Professor of Psychology, Duke University, N.C. 
London: Methuen and Co., Ltd. 1936. Pp. 207. 
7s. 6d. 


Prof. McDougall, the doyen of hormic psychology, 
has lost little of his old fighting powers, and although 
he shows some signs of querulousness in these pub- 
lished lectures, he is proud to join issue with the 
Freudians fighting from his old platform, which, he 
feels, can still bear the weight of the contest for 
supremacy in social psychology. While paying 
tribute to Freud as the greatest discoverer in the 
realm of mental phenomena since Aristotle, he 
contests the doctrine of the edipus complex as the 
nuclear complex in mental development, or the seed 
of social behaviour. With considerable pleasure 
McDougali greets the modifications in the Freudian 
position: the yielding of the “ pleasure principle ”’ ; 
the emergence of the instinct of aggression ; and the 
admission by Freud himself that in the normal 
person the cedipus complex, like the shedding of the 
milk teeth, passes away with the latency period. It 
passes by complete repression, perhaps through the 
castration fear ; but it passes. But, says McDour all, 
the Freudians are loath to abandon the cdipus 
complex as this “‘ Ark of the Covenant,” though they 
do not deny that it must have existed in the child- 
hood of even normal people. He rejoices that the 
retreat of Freudianism is to the old line of McDougall 
social psychology—the ranks of the instincts. This 
is an instructive and an entertaining book. Whether 
he has made out a good case will depend upon further 
analysis carried out by those who owe no sectarian 
allegiance to Freud or anyone else, but look for truth 
without prejudice. 





Abnormal Arterial Tension 


By Epwarp J. Srrecuitz, M.S., M.D., F.A.C.P., 
Assistant Clinical Professor of Medicine, Rush 
Medical College of the University of Chicago. 
New York: National Medical Book Co., Inc.; 
London: H. K. Lewis and Co., Ltd. Pp. 261. 
138. 6d. 


Dr. Stieglitz sees hypertensive disease as a problem 
of preventive medicine. From this point of view, 
high blood pressure presents many difficulties, the 
most obvious being the fact that it may exist and 
provoke morbid changes in the cardiovascular 
system before any symptoms are felt; in fact an 
examination for assurance, or a routine overhaul are 
common ways in which the condition is brought to 
light. Dr. Stieglitz thinks that the measurement of 
blood pressure should be a routine part of every 
clinical examination. But while the existence of high 
blood pressure is usually easy to determine, the 


etiological diagnosis is often impossible and nearly 
always conjectural. Despite the classification of 
predisposing and provocative factors in hypertension 
here enumerated and the diagrams of cause and effect, 
it must be admitted that little is really known of the 
cause of that common disease essential hypertension. 
Familial factors and a broad basis of endocrine 
dysfunction may be granted, but not much else. 
Dr. Stieglitz holds that for any age a blood pressure 
of more than 150 systolic or 95 diastolic is abnormal ; 
pressures less than 105 systolic or 60 diastolic are 
regarded as abnormal in adults. The chapters on the 
consequences of high blood pressure are of special 
value, especially the neurological and renal conse- 
quences. While he classifies the circumstances in 
which low blood pressure occurs, Dr. Stieglitz notes, 
but does not perhaps emphasise enough, the important 
fact that this’ state does not lead to disease; nor 
does he make it clear that hypotension without some 
fairly obvious underlying disease is very common. 
These facts are of moment because they really preclude 
the use of the term hypotension in a corresponding 
sense to the term hypertension. Dr. Stieglitz’s work 
in general is clear and well considered, and many 
important bibliographical references are supplied. 





Invertebrate Zoology 


Fifth edition. By Gitman A. Drew, Ph.D., late 
Assistant Director of the Marine Biological Labora- 
tory, Massachusetts. Revised by James A. 
Dawson, Ph.D., Associate Professor of Biology, 
the College of the City of New York ; and LEonaRD 
P. SayLes, Ph.D., Assistant Professor of Biology 
at the College. London: W. B. Saunders Co., 
Ltd. 1936. Pp. 276. 10s. 


THE original edition of this book had as its basis 
a set of laboratory instructions for the students at 
the Woods Hole Marine Biological Laboratory. 
It has since been enlarged to include most of the 
invertebrates which are commonly used in zoology 
courses. Instructions are given for examination and 
dissection and references are made to the more 
important publications on each animal. The fact 
that there are no illustrations is a defect but the 
instructions are clear enough to make the book useful 
to second- and third-year students. 


NEW INVENTIONS 


A NEW ANASTHETIC APPARATUS 


WE have had made for our use at the Wellhouse 
Hospital an apparatus for the administration of 
gas-oxygen-ether, or gas and air, which will, I think, 
be of general interest to anesthetists. The machine 
is compact and simple to use; there are no rubber 
bags to perish or get damaged, and no expensive 
or complicated fittings to get out of order. It 
consists of a stand holding four 15-inch cylinders, 
two for oxygen (1, 2) and two for nitrous oxide (3, 4). 
Each couple of cylinders is connected to its own 
reducing chamber (G and ©), and a percentage mixing 
chamber (M). Gas and oxygen pass from the cylinders 
through the appropriate chamber where the pressure 
is reduced from that in the cylinder to one varying 
at the anesthetist’s desire from one-half to three 
pounds to the square inch. A safety valve (P) is 
fitted to each reducing chamber. The method of 
reducing the pressure is ingenious: the gas or oxygen 
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as it flows into the chamber comes up against 2 
rubber diaphragm connected to a needle valve, and 
when this diaphragm is expanded by gas pressure 
the valve is pushed into position at the bottom of 
the chamber, thus preventing further gas from 
flowing. At the head of each reducing chamber is 
a screw (Ss) to control the tension on the rubber 
diaphragm and thus vary the pressure in the chamber. 
Each chamber is fitted with a low-pressure gauge (D) 
showing the pressure of gas in the chamber. From 
the reducing chambers the gas and oxygen meet in 
a large Hewitt’s mixing chamber (mM). By moving 
the lever (Q) on the dial at the top of this chamber, 
the required mixture of gas or oxygen can be 
obtained. 

The percentage of gas and oxygen flowing through 
this mixing chamber depends to some extent on the 
pressure of the gases in the reducing chambers, and 
to get accurate results from this apparatus it is 
necessary that the pressure in the two chambers 
shall be equal. It is for this reason that the low- 
pressure gauge has been fitted. This gauge does not 
give any indication of the amount of gas or oxygen 
in the cylinders but only of the pressure at which 
each is flowing ; but, as in a machine which has neither 
bags nor sight feeds, it is essential to have some 
indication that the cylinders actually contain gas 
or oxygen, high-pressure gauges (a, E) have been 





General appearance of the complete apparatus. 
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Simplified tracing to show course of gas (arrows) and oxygen 
(dots) from the cylinders, through the mixing chamber to 
the carburettor and ether bottle. 
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fitted. From the mixing chamber the mixed gases 
flow intg a carburettor (R) which gives an intermittent 
flow. As the patient inspires, the carburettor float 
rises, allowing a mixture of gas and oxygen to flow ; 
on expiration the float falls, cutting off the flow of 
gases. A by-pass (B), which can be opened or closed 
at will, is fitted to the carburettor to enable a con- 
tinuous flow to be given if required. At the bottom 
of the carburettor is a tap (T) which can be turned, 
allowing air to be sucked into the carburettor, should 
it be desired to use the apparatus for self-administra- 
tion of gas-and-air analgesia. . 

While gas and oxygen suffices for many operations 
we feel that gas-and-oxygen machines for general 
use should have an ether attachment; an ether 
bottle (H) with rebreathing bag (x) can be interposed 
between the carburettor and the corrugated rubber 
tubing leading to a face-piece. 

The apparatus has been found satisfactory both 
for general surgery and for dentistry. For dentistry 
@ nose-piece is attached to the end of the rubber 
tubing ; the pressure of gas and oxygen is increased, 
and the by-pass in the carburettor opened to allow 
a steady flow of gas. For ordinary gas-and-oxygen 
work the pressure in the reducing chambers is kept 
at about three-quarters of a pound to the square 
inch. For general surgery requiring full muscular 
relaxation the ether attachment is used with the 
by-pass open to obtain a continuous flow of gas- 
oxygen-ether. Should it be desired to give pure 
oxygen at increased pressure the by-pass is opened 
full, and the lever of the mixing chamber (m) turned 
over to full oxygen. 

The carburettor was designed for us by Mr. A. L. 
Bird, M.A., of Cambridge University engineering 
laboratories. The apparatus was made by Messrs. 
A. L. Hawkins, 66, New Cavendish-street, London, W. 


Joun Exam, B.A. Camb., M.R.C.S. Eng. 
Visiting Anesthetist to the Wellhouse Hospital, Barnet. 
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“AND THE FUTURE?” 


THE times are changing fast. Ten years ago 
the British Medical Association met in Nottingham, 
and listened to a presidential address on The 
Medical Practitioner and the Public, which cast 
doubt and even scorn on the idea of State intrusion 
in the organisation of medical services and main- 
tained that the splendid achievements of the 
voluntary hospitals in the past establish the 
existing voluntary hospital system as the most 
desirable for the future. Some changes indeed 
were desirable, but on the whole the machinery 
by which the medical practitioner served the 
public was regarded as satisfactory. This year 
in Oxford the presidential point of view was 
strikingly different. Sir FarquHarR Buzzarp 
refers (see p. 171) to the extent and variety of 
State and municipal activity, and welcomes the 
willingness of the State to codperate in matters 
medical for the common good. He finds the 
voluntary hospital system threatened by the 
establishment and development of municipal hos- 
pitals. He glances at the heterogeneous organisation 
and machinery that has come into being in this 
country for giving its citizens what medicine 
knows of the prevention and cure of disease, 
and he says without hesitation “the war against 
disease has been conducted on a wasteful and 
ill-organised system.” He says these things, 
moreover, in a calm and matter-of-fact way, as 
one who merely puts in words what his audience 
is already thinking. There is certainly much 
wider recognition to-day that in the organisation 
of medical services big changes are coming and big 
changes are called for, and Sir FarquHaR Buzzarp, 
taking that for granted, goes on to examine the 
weaknesses of the present and the fundamental 
needs of the future. 

All discussions on this subject hinge on the 
situation of the general practitioner, whose task for 
various reasons tends to become less and less 
attractive. The chief reason is the extraordinary 
growth of medicine, and the fact that most of the 
last half-century’s advances in diagnosis and 
treatment are such as to require specialist training 
or elaborate apparatus ; major surgery, radiology, 
much of clinical pathology, and’ many things 
else are manifestly out of the practitioner’s hands. 
Division of labour and specialisation are necessary 
and inevitable consequences of the growth of 
knowledge and skill, and are not in themselves 
undesirable, but they have restricted the prac- 
titioner’s field. What is more serious is that the 





specialist has somehow acquired a higher status, 
both in the profession and in the eyes of the public. 
The practitioner tends to feel that by comparison 
he is small fry, and the public begins to think that 
in any serious illness the sooner the specialist 
is obtained the better. A specialty is often an easier 
task than general practice and frequently brings 
greater financial rewards ; at other times it offers 
greater scope for intellectual ability and energy ; 
general practice comes to be regarded by students 
as less attractive, and those who enter it often 
do so because they have less educational equip- 
ment or less money than their fellows. Once in 
it they find themselves hard worked and closely 
tied in an engrossing day-to-day task, and few 
of them will deny that in the course of their twenty, 
thirty, forty years of practice medicine marches on 
and they get sadly and unavoidably left behind. 
On the other hand, the great strength of the 
practitioner is his unique opportunity of coming 
to know his patients intimately and personally 
over the years, and his power to help them both 
in sickness and in health which that close relation- 
ship gives. It is universally agreed that this 
doctor-patient relation must be preserved. It is 
coming to be realised that if the doctor feels 
himself turning more and more into a specialist’s 
usher and a filler-in of forms, working harder and 
harder at a duller job in order to make a living, 
he will become so bad a doctor that the doctor- 
patient relation will not be worth preserving. This 
danger is not to be avoided merely by a jealous 
defence of the present state of general practice 
against further specialist encroachment, by State 
services or otherwise, but only by incorporating 
the practitioner in a unit larger than a one- or two- 
or three-man partnership. Sir FarquHaR Buzzarp 
adumbrates such a unit and calls it a Health 
Centre—a local structure, based on a large fully 
equipped hospital, and controlling all the pre- 
ventive and curative medical services of its district 
—a pattern not dissimilar from that formulated 
by Lord Dawson and others some years ago.' 
The practitioner must feel that he belongs to that 
centre or that hospital just as much as the senior 
physician or surgeon does ; Sir FarQuHAR BUZZARD 
would give him some responsible part-time appoint- 
ment in the hospital or one of the associated 
services. We can picture him frequenting its 
buildings and getting to know the specialist 
members of its staff personally. He may yield 
the control of his patients to others while they are 
in need of specialist management, but he should 
have time and opportunity to know and under- 
stand what is happening to them, and to share with 
the specialist his knowledge of the patient’s history 
and circumstances. Given such real coéperation 
among all those whose concern is for the health 
of the sick (and of the healthy), the practitioner 
might truly become, in Sir FarquHaR Buzzarp’s 
happy metaphor, the sensitive and skilful fingers 
of the professional structure; he would lose 


1 Future Provision of Medical and Allied Services. Interim 
Report to Minister of Health by the Consultative Council 
on Medical and Allied Services. London: H.M. Stationery 
Office. 1920. 
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something of his present independence and isola- 
tion, but the closer contact with his colleagues and 
the motive of loyalty to the local “centre” to 
which they all belong would compensate by 
adding interest to his work and perhaps lightening 
its burden. 

A scheme such as this is capable, too, of bringing 
great benefit to the patient, and more particularly 
to the middle-class patient. Sir FarquHAR BuzzaRD 
points out how the economic factors, time and 
money, are of the essence of the problem. Medicine 
demands that the doctor should give more and more 
time to every patient he deals with, if he is to deal 
with him adequately, and that more and more 
money should be spent on thorough investigation 
and treatment. The existing system, in which both 
general practitioners and consultants carry on 
independent and competitive practice, and in 
which much use is made of small and uneconomic 
nursing-homes, is wasteful both of the doctor’s 
time and of the patient’s money. Sir FarQquHaR 
Buzzarp would bring all the practice of a district, 
and all the practitioners, into the ambit of his 
Health Centre. He does not work out in detail the 
financial changes this would involve, beyond 
agreeing that all members of hospital staffs should 
be paid for their services, but his scheme implies 
that a large part of every doctor’s financial rewards 
should come in the form of a salary rather than as 
fees from individual patients. While most senior 
practitioners would look with horror on such a 
change there are many already among the younger 
ones who would welcome it. The ideal doctor- 
patient relationship is sometimes marred by the 
making of a direct payment from patient to doctor, 
and most doctors in their hearts would sympathise 
with the pediatrician who said “I am at my 
best in dealing with the children of my colleagues 
where no question of fee arises.” This aspect of 
the problem needs fuller consideration. The 
disadvantages of an entirely salaried service 
are obvious. If the stimulus of economic com- 
petition among doctors is to be diminished it must 
be replaced in part by such things as an assurance 
of economic security, possibilities of economic 
betterment within the new scheme, and—more 
important—the joy of interesting work in good 
company and of loyalty to an institution with high 
ideals. A nationally organised medical service 
is too large and too impersonal to evoke that 
loyalty, but a service organised in compact and 
reasonably independent local units may easily 
do so. That is an essential feature of Sir FaRQUHAR 
BuzzaRp’s suggestion. His whole address is a 
piece of courageous and constructive thinking, 
which should wommand the careful consideration 
of the medical profession, the State, and the 
public at large. 


TUBERCULOSIS CONTACTS 


WHEN a member of a household is discovered to 
be suffering from tuberculosis it is the duty of the 
tuberculosis officer to examine any other persons 
who have lived in contact with him. The object 
of this examination, to which the Ministry of 


Health has always attached much importance, 
is presumably to determine as far as possible 
whence infection has come and whither it has 
spread. In theory this family review should be 
valuable. In practice its value has proved to be 
limited. If the bacterial origin of tuberculosis be 
accepted it must be admitted that the ‘‘ new case ”’ 
has been infected by some sufferer. And it is 
also possible that he may have already passed 
on the infection to other members of his immediate 
circle. A perfect system of epidemic control 
should enable us to determine the source of infec- 
tion in every instance, and ‘0 prevent the pro- 
pagation of disease by cutting off the disease at 
its source by an application of methods similar 
to those which have enabled health authorities 
to limit the spread of small-pox. Immunisation 
and observation are in theory as applicable in the 
one disease as in the other. Yet most tuberculosis 
officers will admit to a feeling of disappointment 
when reviewing the results of their work in con- 
tact examination, and despite the decline in the 
incidence of tuberculosis among the general 
population statistics do not support the idea that 
infection has been appreciably limited by the 
elaborate system of contact examination devised 
by authority, and no doubt in some districts con- 
scientiously applied. As Sir ArrHuR MacNatty 
remarked at the conference reported on p. 190 
cpinions still differ widely about the selection of 
cases especially requiring frequent and careful 
scrutiny. 

Two difficulties beset the contact examiner. 
The first is due to social causes. The tuberculosis 
officer can only invite contacts to his parlour, he 
cannot compel them to walk in. The fear of tuber- 
culosis, especially among the young, is we]! founded 
and a fear which sometimes approaches a panic 
may afflict the family one of whose members 
has been removed to a sanatorium. The results 
of modern treatment are not entirely reassuring 
to the lay mind. A conviction of tuberculosis, as 
the health visitor hopefully explains, is not a 
sentence of death, but a sanatorium cubicle bears 
a suspicious resemblance to the condemned cell 
in the eyes of the young industrial worker. Life 
is at best a risky business, and death waits at 
every cross-road ; the factory girl thinks that 
on the whole she would rather not know if she 
has tuberculosis. The local cinema or palais de 
danse helps to remove forebodings more effectively 
than does the local dispensary. Child contacts 
present less difficulty. The mother decides their 
attendance at the clinic and is duly relieved 
to learn that her younger offspring are not 
suffering from a disease to which children are not 
liable. In the blissful knowledge that Benjamin 
presents “no sign whatever of consumption ”’ she 
is content to leave Reuben and Rachel to go their 
own way, which is seldom in a public health 
direction. The second difficulty concerns diag- 
nosis. The must important part of an examination 
of the chest is the X ray examination. The 
juvenile types of intrathoracic tuberculosis seldom 
give rise to physical signs, neither do the early 
infiltrations of adolescence, nor deep-seated disease 
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surrounded by healthy lung, nor the miliary forms 
of tuberculosis. Physical signs even in the more 
chronic varieties of disease may be slight, negli- 
gible, or absent. And thus it is more important 
that a “silent” chest should be examined with 
the X rays than a chest which is “audible” to 
the stethoscope. It is evident therefore that if 
it is to have any value, the examination of con- 
tacts must include X ray examination, and this 
examination would have to be carried out by a 
radiologist who has had special training in chest 
work if disastrous mistakes in interpretation are 
to be avoided. But such an examination is only 
a beginning. Incipient tuberculosis may give 
rise to no physical signs ; it may also give rise to 
no symptoms. The subject of a tuberculous infil- 
tration, easily visible in shadow on the X ray 
film, may remain for a variable period not only 
free from hemoptysis, cough, or expectoration, 
but even from the lassitude and malaise which 
the young consumptive is usually willing to admit, 
even if other symptoms are denied. If incipient 
disease is to be detected and cured, serial skia- 
grams should be taken of the chest of every contact 
at intervals of not more than three months during 
the years of adolescence, and at intervals of not 
more than six months during the early and middle 
adult years. Clearly the examiner of contacts 
undertakes a formidable task. The contact, and 
this is especially true of the adolescent contact, 
may be induced by a persuasive health visitor 
to visit the dispensary, but does so in the hope 
of being given a clean bill of health and being 
able to depart with all the satisfaction which an 
acquittal bestows. The measure of that relief 
will be appreciated by all who have visited a 
doctor laden with the fear of cancer or phthisis or 
heart disease, and who have departed quit of 
their burden. But the tuberculosis contact, still 
dizzy with the satisfaction of knowing that not 
even X rays can reveal any signs of consumption, 
must learn with dismay that though she—we speak 
of the factory girl—is well to-day, she may be 
stricken to-morrow, and that future visits to the 
dispensary must either interfere with work or 
evening engagements for an indefinite period to 
come. Though innocent she is not acquitted, and 
by a travesty of justice her record is marked with 
the words “not proven” and her sentence is a 
perpetual ticket of leave. 

It is manifest that the adequate examination 
and supervision of contacts is impossible unless 
the tuberculosis officer has permission to make 
unrestricted use of radiography. Fortunately the 
attractions of modern science prove an excellent 
bait. If the health visitor tactfully points out 
that an X ray examination will quickly dispel 
needless fears much less difficulty will be experi- 
enced in securing dispensary attendances. The 
offer of a gratuitous X ray examination of the 
chest will seldom be refused, and all contacts 
should be examined in this way. The elaborate 
physical examinations which involve a waste of 
time and are apt to cause resentment in the young 
are unnecessary. For children of school age a 
screen examination will usually suffice. The exuda- 
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tive manifestations of the juvenile types of tuber- 
culosis, usually accompanied by enlargement of 
the glands of the lung root, are easily seen on the 
fluoroscope. Apparent abnormalities which can- 
not be thus demonstrated are of no significance, 
and a too meticulous scrutinising of hilar shadows 
is more apt to cause doubts than to dispel them. 
A radiogram will only be required if the screen 
examination shows abnormal shadows. But in 
the examination of adolescents or young adults a 
radiogram should always be taken. The earliest 
radiographic signs of tuberculosis at this period 
might easily be missed if a screen examination 
alone were relied on. The high incidence of tuber- 
culosis which is still unchecked in late adolescence 
and in early adult life, especially in the female 
sex, and the good prospects of permanent cure 
from early treatment by collapse therapy, are 
sufficient reasons for concentrating attention on 
contact examination at this age. If the health 
visitor finds that young persons are reluctant to 
attend the dispensary, the tuberculosis officer 
himself must go out into the highways and compel 
them to come in. Evening sessions should always 
be arranged for the convenience of workers, and 
the X ray plant should be available for evening 
work. For older contacts who have passed the 
danger zone, X ray examination is still desirable ; 
though the chronic fibroid forms of tuberculosis 
usually give rise to physical signs, this is not 
always the case, and such signs seldom reveal the 
whole extent of the disease or its exact character. 
And though the stealthy progress of the more 
chronic forms of phthisis may give the patient 
no warning that anything is seriously amiss with 
his health until the disease is well established, its 
onset does not essentially differ from that seen 
in adolescence. X ray evidence of the round focus 
or early infiltration are sometimes discovered in 
the middle-aged. A celluloid film is, however, 
seldom necessary for contacts past the adolescent 
period, and the use of paper films for these will 
sensibly diminish expenses. 

The Joint Tuberculosis Council, whose memo- 
randum ! has suggested these remarks, has lived 
through its youthful enthusiasms, and now offers 
the fruits of its chastened experience. One thing 
at least is certain. The visit for an X ray examina- 
tion forms a golden opportunity for securing the 
confidence of anyone who has been exposed to 
the risk of infection. The tuberculosis officer may 
think it inexpedient to request a number of sub- 
sequent attendances or to attempt to secure a 
complete series of skiagrams throughout the 
dangerous years, but he can point out the danger 
signals of incipient disease and emphasise the 
importance of re-examination, not at stated 
periods, but whenever lassitude or cough or malaise 
indicate the need for care. Contact examination 
properly conducted may prove a_ preventive 
measure of high value, but attention must be 
concentrated on the discovery of incipient disease 
and the protection of childhood and youth. 


*Memorandum on the Examination of Contacts. Pp. 88. 
From the hon. secretary to the Council, 123, Torquay-road, 


Paignton, Devon. 
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SICKNESS IN SHOP AND FACTORY 


For three-quarters of a century the Registrar- 
General of England and Wales has published, 
at ten-yearly intervals, a series of reports on 
occupational mortality. These have revealed 
clearly the broad relationship between mortality 
and social and economic status, and have in 
addition displayed the special danger of certain 
occupations, thus paving the way to prevention. 
But mortality statistics, however accurately com- 
piled and analysed, have obvious limitations. 
Of the millions of weeks lost annually through 
sickness relatively little is reflected in the death- 
rates, and there are occupational causes of invalidity 
and incapacity which can hardly affect them 
at all—for example, dermatitis or miners’ nystag- 
mus, So far this field has been very little tilled. 
In England the sickness experienced by the insured 
population has been examined, by the Government 
Actuary, with respect to such factors as age, sex, 
and civil state, but the aim of the analysis has been 
mainly the provision of statistics on which the 
finance of insurance can be based. In Scotland the 
Department of Health now issues annually a 


valuable report dealing in detail with the registered, 


causes of sickness in the insured population, 
supplemented by inquiries into particular occupa- 
tions or areas. Various excursions into sickness 
statistics have also been made from time to time 
by the Industrial Health Research Board.’ In 
the past, however, the investigations have been 
mainly directed to industries presenting specific 
problems of health and environment, whereas 
their most recent report,” entitled Sickness Absence 
and Labour Wastage, is more general in its approach. 
It is divided into two parts, the first, on sickness 
absence, being the work of May Smira and 
MarGareT Lerper (with the codperation of Prof. 
Mitiais CuLPrmn), and the second, on labour 
wastage, being contributed by Prof. M. GREENWOOD, 
F.R.S., and May Smrra. 

It appears that there is very little evidence 
on which one can estimate the amount of sickness 
absence in an undertaking or occupation and its 
distribution and kind. Some firms with health 
departments say that in spite of their expenditure 
on this item sickness absence increases, others 
that the financial outlay is well repaid in decreased 
absence from work. But though a firm may keep 
records for its own purposes there is no standard 
by which it can be judged whether the amount 
of absence in a particular case is high or low for 
the class of work, nor what are the factors that 
have contributed to the result. By a detailed study 
of the records of a number of organisations with 
medical departments the authors of the report 
hoped to find at least tentative answers to their 
questions. The 19 organisations examined show 
wide variation in sickness rates; for men they 
range from an avérage of just under 4 working 
days lost per man per year to over 11 days, and 
for women from 4 days to over 18 days. Before 





1 I.H.R.B, Reports Nos. 48, 51, 54, and 59, 
*1.H.R.B. Report No. 75. London: H.M. Stationery 


Office. - 1936. Pp. 70, 18. 3d. 


such wide differences can be interpreted many 
things must be taken into account, including the 
age and sex of the employees and the conditions 
of employment (e.g., payment during illness, 
the mobility of the labour, the length of service, 
and the personality of those in authority). All 
these may have their effect on the level of sickness 
absence, though not necessarily upon the level of 
sickness. Certainly no conclusive answer can be 
given to the question as to what constitutes a 
reasonable amount of sickness absenteeism in 
given circumstances. In the two largest groups of 
employees here examined the losses for the men are 
3 and 4} working days per person per annum and 
for the women 4 days and a little over 6 working 
days. A study of three occupational groups showed 
that persons occupied in selling goods had the 
highest loss; the clerical staff took up an inter- 
mediate position ; and those in the workroom had 
the lowest rate. The general conditions of selling 
in a large store involve a constant adjustment to 
the claims (often irrational) of other people, a fear 
of complaints or of not earning enough commission 
and the necessity of coping with rush periods. 
To some persons such conditions may be a constant 
source of worry, and thus lead to a high rate of 
sickness absenteeism. Analysis of the different 
durations of sickness shows that the one-day 
absence is the commonest type, a form which in 
some industries can be disproportionately dis- 
turbing. It is more frequent on Saturdays and 
Mondays than on any other day (but such figures 
may of course hide an illness of 2 days’ duration). 
As in all such investigations the most important 
single cause of absenteeism was the “cold and 
influenza’ group accounting for 30-40 per cent. 
of the total sickness loss. Some firms definitely 
discourage those suffering from a cold from remain- 
ing at work, believing that a day at home may 
prevent the spread of infection and ward off more 
serious sequela. Where this policy prevails there 
does not appear to be more than the usual amount 
of sickness absence, but there is no diminution 
in the numbers requiring long sick leave (more than 
a month). 

In general SmirH and Lezrrer find the lowest 
rates in organisations where the selection of 
employees is good, where there are adequate 
chances of promotion for efficient workers, where 
the medical staff understand the nature of the work 
to be done and also the workers, and where there 
is stability but not rigidity of organisation. There 
is no doubt that the sickness absence both of 
individuals and of groups is influenced by other 
factors they put forward, such as the nagging 
propensities of a person in charge, a lack of reason- 
able consideration, and personal mental conflicts : 
the difficulty is to measure the relative importance 
of such factors, to determine whether they are 
in operation, and if so to see how they can be 
avoided or mitigated. This difficulty, however, 
should not stand in the way of collection of data 
and of attempts to analyse them, and the present 
report will encourage the medical staffs of industrial 
organisations both to record in adequate form and 
interpret with necessary caution the sickness 
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absence experienced by their workpeople. In 
Part II. the mysteries of the life-table method 
are explained in simple terms and applied to the 
records of some industrial organisations. The 


wastage rates revealed are very high: at the end of 
six months 30-40 per cent. of the original employees 
have disappeared and in some firms the figure 
rises to nearly a half. Does this mean, the authors 
ask, that this amount of labour wastage must be 
accepted as a permanent feature or have such 








ANNOTATIONS _ 


organisations something in common which involves 
a loss of this kind? They suggest that if the rate 
of loss is very high in the first days or weeks of 
employment, the method of engagement should 
fall under suspicion; if at first the loss is low 
but later increases it is probable that the general 
conditions of service are unsatisfactory. But 
such conclusions canot yet be stated with any 
certainty, and here again it is more data that are 
needed. 





THE L.C.C, AND CORONERS 


THe London County Council is unostentatiously 
changing its method of appointing coroners. Since 
1919 it has made a practice of requiring from candi- 
dates the double qualification, legal as well as medical. 
The public control committee now proposes to dis- 
continue this dual requirement and in future to 
appoint only solicitors or barristers. This change is 
a conscious effort to give effect to a recommendation 
in the report of the Departmental Committee on 
Coroners over which Lord Wright presided. The 
Bar Council is understood to have pressed Lord 
Wright’s committee to discountenance the medical 
qualification and to require the ‘appointment of 
either barristers or solicitors. The committee adopted 
this view but added that, wherever possible, the 
appointees should have had experience as deputy 
coroners and should have a knowledge of forensic 
medicine. Though it may take no interest in wrangles 
over professional monopolies, the public may be 
puzzled by a policy which puts a proper value upon 
a single subject in the curriculum of medical training 
and yet discovers some disadvantage in the full 
study of medicine. 

The London County Council itself made three 
suggestions to Lord Wright’s committee. It pro- 
posed that the appointing council should have some 
measure of control over the times and days of a 
coroner’s sittings, that it should have power to 
determine the place as well as the time, and that it 
should be authorised to appoint deputy and assistant 
deputy coroners. With these three points the com- 
mittee dealt as follows. It declined to have the 
coroner’s hands tied in respect of times and days ; 
its proposed disciplinary committee would be able 
to attend to any coroner who did not devote adequate 
time to his duties. With regard to the place of 
inquests, Lord Wright’s committee recommended 
that the L.C.C. should be empowered to prepare a 
scheme for Home Office approval, setting out the 
areas to be served by each coroner’s court in London ; 
possibly the L.C.C. will include this provision in its 
next Parliamentary Bill. The Council’s third sug- 
gestion was adopted by Lord Wright’s committee, 
which recommended that deputy and assistant 
deputy coroners should be appointed and paid by 
the same authority as appoints the coroner, after 
consultation with the coroner to whom the deputy 
is being appointed. At several other points the 
recommendations of the Wright Committee merely 
advocate what is already the practice in London. 
The regulations which govern London coroners, for 
instance, insist on the coroner being a whole-time 
official, on the coroner’s officer being a serving member 
of a police force, and on the keeping of proper records ; 
they also require that inquest juries be chosen as 
far as possible in rotation from the ordinary jury 


list. The committee recommended that post-mortem 
examinations ordered by a coroner should be made 
by special pathologists, that the local authority 
should exercise its power under the 1926 Act to 
prescribe higher fees for pathologists, and that the 
coroner should be allowed to ask the deceased’s 
medical attendant for a report and to pay him an 
appropriate fee. The L.C.C. can claim that for many 
years it has kept a panel of skilled pathologists for 
use in connexion with inquests ; it allows a fee not 
exceeding seven guineas for the skilled pathologist 
who makes a special examination at the instance of 
a coroner; and it provides a half-guinea fee for the 
medical attendant who is asked for a report on the 
deceased. For the other proposed changes, which 
require Parliamentary sanction we may have to wait 
a long time. 


STUDIES IN BACTERICIDAL ACTION 


THE insistence on accurate and quantitative 
methods of observation which characterised the 
work of Georges Dreyer is exemplified in some 
investigations which he was pursuing with Miss 
L. M. Campbell-Renton at the time of his death, 
the ultimate findings of which have only now been 
published. The chief interest of this work lies in the 
ingenuity of the method used. A thin layer of agar 
on a large glass plate was flooded with liquid culture, 
drained, and dried, thus furnishing a uniformly 
sown surface subsequently to be used after the manner 
of a photographic plate. Small areas of its surface 
were then exposed successively for different periods to 
light of any desired intensity or wave-length, and a 
record of many such exposures could thus be obtained 
on a single plate, the conditions being strictly con- 
stant apart from the factor—whether time or wave- 
length—which was deliberately being varied. The 
plates were then incubated, and the degree of bacteri- 
cidal action in each exposed area was judged by the 
extent to which bacterial growth in it was reduced. 
To find a means of expressing this in mathematical 
terms would baffle most people: the difficulty was 
overcome by using an apparatus designed by J. F. 
Jefree, the principle of which is that the degree of 
opalescence of any material is measurable in terms 
of the phote-electric effect of light scattered from it. 
Readings so obtained indicated the percentage of 
maximum growth occurring in each area, and the 
plotting of a series of such readings from areas 
exposed for different time periods gave a curve 
expressing the susceptibility of the micro-organism 
to the light used. The most bactericidal wave-length 
was found to be 2655 A.U., but four other lines in 
that part of the ultra-violet spectrum which is known 
to be bactericidal exhibited subsidiary peaks of 
activity. 


1 Proc. Roy. Soc. (B), 1936, cxx., 447. 
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As might be expected, different bacteria possessed 
different degrees of susceptibility, and the fact that 
Gram-positive bacteria were more sensitive to light 
of longer wave-lengths is an interesting observation. 
Perhaps the most notable fact which emerges is that 
strains of the same micro-organism, indistinguishable 
on serological or any other grounds, may exhibit 
plainly different degrees of susceptibility to the 
action of light. It is well known that otherwise 
identical bacteria sometimes vary in their suscepti- 
bility to chemical bactericides, and in as far as 
this property is proved to be constant and not the 
product of antecedent conditions of cultivation, it 
may prove the most delicate test of identity at our 
disposal, transcending even serological methods. 
A few parallel tests in this series were made with 
chemical disinfectants, areas on the same large 
plates receiving a small application of varying dilu- 
tions of the substance under test, and the method of 
reading results revealed the fact that certain dilutions 
(e.g., 1 in 320 lysol, one loopful applied to an agar 
surface sown with S. aureus) resulted not in a 
diminished but in an increased amount of growth. 

The fact that most chemical disinfectants, even such 
as perchloride of mercury or iodine, stimulate bacterial 
growth in extreme dilution, has long been known, and 
is indeed an expression of a general biological law 
named after Arndt and Schultz, who first defined it, 
but the phenomenon has not been demonstrated by 
this method before, nor has it, as far as we are aware, 
been demonstrated in the case of lysol. That the 
growth of a pyogenic coccus should actually be 
encouraged by the application of a popular though 
imperfect disinfectant in a concentration not far 
removed from that employed for clinical purposes is 
a fact which provides some food for thought. It 
may be that the adequate testing of a disinfectant, 
at least for certain purposes, should include a study not 
merelv of its lethal coefficients, but of its capacity to 
stimulate bacterial growth in the higher dilutions 
which inevitably result when it is mixed with body 
fluids or absorbed by tissues. 


REMOVAL OF THE FUNCTIONING 
GALL-BLADDER 


THAT many patients are the better for losing a 
gall-bladder there is no question, and when it has 
ceased to function there is not even a theoretical 
objection to removing it. But patients sometimes 
suffer from unpleasant symptoms after chole- 
cystectomy, even when their gall-bladders are so 
diseased that they can have been of no use. Now 
that the gall-bladder is removed even while it is 
still functionally intact (as, for instance, in typhoid 
carriers, or when it is considered to be a focus of 
sepsis), the question arises whether any ill-result is 
likely to follow. Most patients show no overt 
evidence of loss, but it is possible that in some less 
obvious way they are not so well off as before. Bergh, 
Sandblom, and Ivy? have investigated further the 
well-known dilatation of the extrahepatic bile- 
ducts after cholecystectomy, using dogs, and have come 
to the conclusion that the dilatation is due to the 
development of an incompetence of the bile-duct 
sphincter, which allows the intraduodenal pressure 
to affect the bile-ducts. This conclusion is astonishing 
because the ampulla is a valve working on much the 
same principle as the valve of a bicycle inner tube. 
It has been stated by Charles Newman in his 
Goulstonian lectures * that in man, by the duodenal 





*Surg., Gyn and Obst. a, hg 811. 
THE Lanoer, 1933, i., 


tube method, positive pressures have not been 
observed in the duodenum. Is this always so, or 
are there states in which the duodenal pressure 
rises? In duodenal ileus and with some duodenal 
diverticula it rises almost certainly, but what about 
the patients whose symptoms recur after chole- 
cystectomy ? There is room for further observations 
on this and on many other aspects of the results of 
removing a functioning gall-bladder. The approach 
to the problem through comparative anatomy has 
recently been studied by C. F. W. Illingworth? In an 
attractive and readable article he presents facts 
which, though they may be familiar to those who 
have made a special study of the gall-bladder, have 
hitherto been hidden away in sources too obscure 
for the general reader. Mr. Illingworth notes that 
generally speaking the gall-bladder is usually present 
in carnivora and is often absent in vegetable eaters, 
and that it seems to be the habit of taking meals 
infrequently as opposed to continuous browsing which 
calls for a gall-bladder to ensure the most efficient 
digestion. 


. INFLUENZA: EPIDEMIC AND PANDEMIC 


It was difficult to get the facts of the influenza 
epidemic reported from the Soviet Union last spring, 
but they have now been briefly related by Dr. A. 
Syssine. Apparently the disease, though wide- 
spread, was generally mild, and attacked adults 
more than children. The incidence began to rise at 
a time when severe cold was yielding to intermittent 
thaws, and the highest figures were registered in 
the last week of February. At this time in Leningrad 
and in Moscow there were 10,000 to 15,000 cases a 
day, but by the middle of March the worst was well 
over. These particulars gain a gloomy interest from 
the forebodings expressed by Prof. W. W. C. Topley 
in his Withering lectures at Birmingham last May. 
After describing the appalling mortality of the 1918-19 
pandemic he remarked: “It is almost certain that 
we shall get that again some day fairly soon... . 
Those who are engaged in research have told me that 
the level of antibodies in the normal population is 
sinking, and they are ready to bet there will be a 
big epidemic next winter or the winter after.’’® 
Prof. Topley hopes that an effective immunising 
agent will be discovered before this happens, and 
his hope is one that we shall all share. 


GUY’S ON THE DANGER LIST 


WueEN Thomas Guy, in the eighteenth century, 
sat down with Dr. Mead, the physician, and Mr. Stead, 
the architect, to consider plans for his hospital, 
he thought in spacious terms; and the buildings 
which sprang up as a result of that conference were 
noble and appropriate. So much foresight went 
to their construction that they have survived for 
two hundred years, through a period when science 
has been outgrowing its environment as rapidly as 
an adolescent boy outgrows his clothing. It is 
a tribute to good design that the old hospital buildings 
have been able to serve their purpose so long. But 
the time has come when the old wards, especially 
of the surgical block, are cramping the activities 
of the hospital. At present, patients have to be 
housed even in attic wards where ancient timber 
provides a constant threat of fire; in the operating 
theatres surgeons and anesthetists carry on their 
work under difficulties which no longer seem justi- 





* Edin. Med. Jour., July, 1936, p. 458 
¢ pee. mens. de l’Off. internat. a’Hyg. pub., - June, 1936, 


p. 110 
* Quoted in Med. Officer, June 27th, p. 261. 
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fiable. The whole surgical block needs rebuilding, 
and there are other needs almost as pressing. The 
children’s department is too small and poorly 
equipped ; the dispensary, a single room shared by 
eight qualified pharmacists, can barely meet the 
demands of the enormous out-patient service ; 
the nurses’ home is too small to accommodate the 
whole nursing staff, 84 of whom have to live out, 
some at a considerable distance. 

The hospital, which was entirely supported by the 
revenue of its endowments until the end of the 
nineteenth century, has fallen increasingly into debt, 
while the waiting-list of patients grows longer daily. 
The Governors are now making an appeal—the first 
for eleven years—for a sum of £500,000 to carry 
out the task of reconstruction and to free the hospital 
from its debts. Unless the fund is quickly launched 
Guy’s must retrench, checking the natural growth 
of its service, and restricting the work which it was 
established to perform. A drawing of Thomas Guy’s 
iron treasure chest, which stands empty in the 
Governor’s court room of the hospital, illustrates the 
appeal, and readily touches the imagination. Every 
member of the medical profession will wish to see 
the old strong-box well filled. 


HYPNOSIS AND FATIGUE 


VARIATIONS in oxygen consumption are attributed 
to hypnotic suggestion in an interesting communica- 
tion! by Drs. 0. Z. Nemtzova and D. I. Schattenstein 
to a new Russian journal devoted to experimental 
work in medicine. This journal is edited by L. 8. 
Stern (Institute of Physiology, Moscow 2, Rue 
Nikolskafa 9) who will welcome contributions from 
all countries. Two versions are published, one in 
Russian and one in French, German, and English. The 
contribution by Nemtzova and Schattenstein describes 
the effects of hypnotism on men engaged in muscular 
work. The subjects doing muscular work were 
divided into three groups submitted respectively to 
(1) moderate work, with the hypnotic suggestion of 
easy work, (2) moderate work, with the hypnotic 
suggestion of hard work, (3) hypnotic suggestion of 
work alone. The oxygen consumption of groups 
2 and 3 rose considerably above the normal figures 
for moderate work and rest respectively, while that 
of group 1 was lower than normal. One can under- 
stand the pulmonary ventilation varying under these 
conditions in accordance with the type of suggestion 
made, but that actual oxygen consumption should 
also vary is astonishing. The authors are careful to 
point out that an equal degree of success was not 
encountered in every experiment, some subjects 
being more easily hypnotised than others. Moreover, 
the first experiments on any subject are usually 
negative, and have to be repeated a few times before 
the effect becomes apparent. The phenomenon is 
more easily reconciled with existing knowledge when 
a third qualifying statement is taken into account— 
namely, that the effects of hypnotic suggestion 
gradually vanish after the first two minutes of work. 
It is well known that during the first few minutes 
work may be in advance of the compensatory changes 
in the circulation and respiration, although these 
quickly catch up and restore equilibrium. While the 
circulatory and respiratory changes are fundamentally 
due to the call of the tissues for oxygen, there is good 
reason to believe that they are accelerated by reflexes 
which anticipate the chemical changes in the blood. 
Any interference with central nervous activity, such 





A ~ cee de Biologie et de Médecine Experimentale, 1936, 


as hypnosis, might well facilitate or inhibit these 
reflexes, thereby varying the initial oxygen usage. 
The authors state, however, that the oxygen debt 
acquired by the body is unaltered, and are inclined 
to attribute their results to changes in the efficiency 
of the muscle. This explanation would be more 
acceptable if the protocols of more numerous experi- 
ments were given, and if it could be shown that 
oxygen intake was affected for long periods of 
moderate work. 


A PAMPHLET ON PERCUSSION 


A REPRINT of the only English translation of 
Auenbrugger’s celebrated essay on percussion reaches 
us from America. The original was published in 
Vienna in 1761 and had to wait for recognition 
of its merits for nearly half a century. Prof. H. 
Sigerist, who contributes to this reprint a short 
introduction, tells us that its real celebrity began 
with the French translation in 1808 by Corvisart, 
who annotated it and transformed the original 
modest pamphlet into a substantial volume of more 
than 400 pages. Corvisart’s championship and 
the fame of Laennec’s auscultation combined 
to establish the fame of the almost forgotten Auen- 
brugger. Dr. Sigerist calls it a medical classic and 
rightly so: for it is a model of terse and vigorous 
statement. It is written in a somewhat unusual 
form. There are 14 observations, each dealing with 
one phenomenon or disease; and these are sub- 
divided into numbered sections of which there are 
48 in all. At the end of most of the sections is a 
brief comment, or as Auenbrugger called it a 
‘**Scholium.”” The truth of Auenbrugger’s observa- 
tions is to us so manifest that it is difficult to account 
for its initial want of success. He himself says in 
his preface that “it has always been the fate of 
those who have illustrated or improved the arts or 
sciences by their discoveries to be beset by envy, 
malice, hatred, detraction, and calumny.”’ His 
fate was even harder, for apart from a few who 
recognised the merit of the new sign, his work was 
neglected and ignored till the advocacy of Corvisart 
gave it its due place in the roll of honour. The 
Baltimore Institute of the History of Medicine 
and Dr. Sigerist are to be congratulated on this 
reprint; as he says, Auenbrugger’s book is “still 
alive.” 

PYRETHRUM DERMATITIS 


SENSITISATION dermatitis from contact with plants 
is an acute, intensely itching affection of the exposed 
parts which occasions great distress to the sufferer ; 
but once the diagnosis is made, recovery soon follows 
removal of the cause and subsequent attacks can 
be avoided. When the affection occurs in those whose 
livelihood depends upon the handling of the offending 
plants the matter becomes a serious one from the 
economic point of view. Lily and mum (chrysan- 
themum) dermatitis in spring and autumn respectively 
have long been recognised and occasion a seasonal 
incidence of dermatitis in the trade. Certain plants 
are more liable to proyoke trouble than others ; 
the primula obconica with which Cranston Low and 
Bruno Bloch did their important work on sensitisation 
is known as the “ eczema plant ’’ by gardeners and is 
studiously avoided by the wise ones. Sometimes 
avoidance of an offending plant means unemployment 


1On Percussion of the Chest. Being a translation of Auen- 
brugger’s original treatise entitled “Inventum novum ex 
percussione thoracis humani, ut signo abstrusos interni pectoris 
morbos detegendi.” By John Forbes, M.D London. 1824 
Repetat. Baltimore: The Johns Hopkins Press. 1936. Pp. 31. 
5 cents. 
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as in those working on lily and tulip farms whose 
ills have been reported recently by W. H. Palmer 
(1934), S. G. Horner (1935), and A. P. Bertwistle 
(1936). 

From Kenya comes the most disturbing report of 
plant dermatitis yet brought forward.1_ There the 
chrysanthemum (pyrethrum) cinerarizfolium flowers 
the whole year round. The plants are grown exten- 
sively for their value as insecticides and sensitisation 
once acquired becomes not a seasonal but a persistent 
affliction.. Insecticides containing pyrethrum are 
widely employed; McCord, Kilker, and Minster 
reported pyrethrum dermatitis among the workers in 
insect-powder factories in America in 1921. Tonking 
indicates certain protective measures which may help 
in mild cases, but he emphasises the necessity for 
complete removal from pyrethrum to effect a real 
cure. The only other hope of cure is by desensitisation, 
but this has not as yet proved very effective in plant 
dermatitis generally, though Palmer reported some 
partial success in 1934 in cases of lily dermatitis 
treated in Cornwall. Kenya would seem to provide 
an ideal field for research in this matter. 


CLIFFORD ALLBUTT 


Clifford Allbutt died eleven years ago in his 89th 
year, last Monday being the centenary of his birth. 
Not only all who were privileged to enjoy intimacy 
with him, but all who knew him, and probably all 
who met him, retain a vivid memory of him. His 
exceptionally beautiful appearance, his kind and 
dignified bearing, his occasional austerity invariably 
replaced by an urbanity which was never condescend- 
ing, the wide range of subjects on which he would 
speak in serious or light vein but never pontificating, 
all these things will be immediately recalled by many 
as his name comes to their notice. 

Allbutt’s life was one of remarkable consistency. 
He started as a classical scholar at school end at 
Caius College, Cambridge, but when the institution 
of a Natural Sciences Tripos offered a tempting change 
of study he became a doctor. He began his career 
of distinction nearly 70 years ago when he was a 
little over 30 years of age, for in 1867 he introduced 
to clinical medicine the short thermometer. Clinical 
thermometers had been constructed a little before for 
Prof. Aitken at Netley, but they were too cumbrous for 
general use. Allbutt had a pocket instrument shaped 
to his own design, and to the infinite convenience of 
the practitioner. Four years later he made a second 
great contribution to the technical side of scientific 
medicine, for although no particular ophthalmoscope 
bears his name no one man contributed so largely as 
Allbutt to the general recognition of the value of 
the ophthalmoscope. In the early days of the inven- 
tion by Helmholtz of the ophthalmoscope, the expec- 
tations of benefit to medicine from the power to see 
nerves and blood-vessels in immediate relation to 
the brain were too sanguine because the interpreta- 
tion of the appearances revealed required a degree of 
skill which few possessed. Allbutt, with other 
patient workers, strove to eliminate the sources of 
error, and in 1871 he explained methodically in a 
collected volume the right use of the ophthalmoscope, 
defining its range and annotating the phenomena 
made apparent by its use. The value of the instru- 
ment as a means of diagnosis in general medicine 
became. obvious and Gowers’s larger work on the 
subject followed. These pioneer exploits in the 
advance of clinical medicine occurred when Allbutt 
was physician to the Leeds General Infirmary, and 





+ Tonking, H. D.: East African Med. Jour., April, 1936, p.7. 


during his 20 years in Leeds as hospital officer and 
consultant physician he established a European repu- 
tation as a clinician, acquiring an intimate know- 
ledge of disease over a very extensive field. How 
extensive was later to be shown when his personal 
contributions to his “‘ System of Medicine”’ appeared, 
and when the wisdom and order which marked the 
great compendium testified to the qualities of its 
editor. To the “ System of Medicine” he contributed 
sections on neuroses and dilatation of the stomach, 
on chlorosis, on neurasthenia, and most importantly 
on diseases and functional dirorders of the heart and 
the aortic area. The “‘ System ’’ was projected in 1892 
about the time when, after 20 years of work at Leeds, 
and a short interlude as a commissioner in lunacy, 
he was appointed regius professor of medicine at 
Cambridge. His life as professor, begun when he 
was over 50 years of age, showed the same orderly 
pursuit of knowledge and attention to duty. He 
raised the standard of the medical degrees at the 
university, made the presentation of a thesis into a 
scholarly exercise, and, with the codperation of Sir 
Humphry Rolleston, enlarged and perfected the 
** System of Medicine.’’ He wrote a delightful treatise 
on the production of scientific papers, based on his 
early classical training, and he returned to the classics 
in a brilliant essay on the history of medicine—a real 
contribution to literature. He discharged with 
energy and grace the duties that fell to him in high 
public capacities, and died full of honours, in the 
possession of all his faculties. He was a really great 
man, and will long be remembered as such for his 
personal qualities and his labours for professional 
causes ; the part which he played in the progress of 
medicine is permanently on record in the literature 
of all countries. 


VOLUNTARY HOSPITAL BUDGETS 


THE budgets of 145 voluntary hospitals in or near 
London are now prepared according to a standard 
pattern for the King Edward’s Hospital Fund for 
London, which publishes them in a statistical report 
at about this time every year. This report seems as 
complex as a continental Bradshaw to those who 
examine it for the first time, but the experienced 
traveller in its crowded pages can easily extract 
pertinent information therefrom. The general hos- 
pitals are arranged in six groups according to number 
of beds, the 12 institutions with medical schools 
attached being classified separately. The special 
hospitals are grouped according to the diseases 
treated, with a miscellaneous group in which are 
placed 30 unclassified hospitals not comparable 
with each other or with the rest. The grouping 
remains substantially the same as last year except 
that King George’s Hospital, Ilford, in view of its 
65 additional beds, has been transferred from 
Group III. (under 200 beds) to Group II. Here 
it compares favourably in certain respects with 
the other Big Five, having a lower percentage of 
open beds vacant and a lower cost per occupied bed. 
The only other change of classification is the (unex- 
plained) relegation of the Children’s Hospital, 
Hampstead, from children’s (long period) hospitals 
(Group X.) to the unclassified group. This hospital 
is said to have now (1935) a bed complement of only 
45, as against 63 in 1934 according to last year’s 
statistical report and to the Medical Directory. 
but according to the Voluntary Hospitals Year Book, 
1936, the ‘‘ number of beds available”’ in 1934 was 
only 50. More important figures, perhaps, are the 
average daily number of beds occupied (41-9 in 1934 
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and 36 in 1935) and the percentage of average bed 
complement closed (21-0 in 1934 and 2-5 in 1935). 
The number of open beds vacant at this hospital 
was 15-9 in 1934 and 39-4 in 1935; the latter figure 
seems too high. 

In the preparatory note to the report, which is 
couched in the same terms as last year, attention 
is drawn to the fact that one of the objects of the 
tables dealing with the cost of working is to assist 
hospital managers in controlling expenditure, and in 
avoiding as far as possible increases in cost that are 
not caused by a general rise in prices or represented 
by an increase in the quantity or quality of the work 
done. It is not suggested that the lowest cost should 
be taken as a model. High cost does not necessarily 
mean excessive or extravagant expenditure ; but all 
figures above the average of any group indicate 
branches of expenditure that deserve careful investiga- 
tion. In addition to showing the total cost based on 
the total ordinary expenditure there is given a sub- 
total cost, called the “ statistical cost.’ From this 
statistical cost certain items are excluded, either 
because they are liable to wide and unavoidable 
variations, or because they cannot readily be con- 
trolled by the hospital committees. These items 
are: renewals and repairs to buildings and plant, 
and finance, which includes interest, appeal expenses, 
rent, and rates and taxes. It is tempting to explain 
variations in the “statistical cost’ by reference 
to these charges and their exclusion clearly makes 
a fairer basis of comparison between hospitals. 


From tke broadest point of view it is probably 
a matter of congratulation rather than regret that the 
average expenditure for all hospitals has in certain 
respects steadily risen from 1933 to 1935. The 
cost of provisions for example has increased from 
£32-4 per occupied bed to £34-8 and in some places 
certainly this represents a better dietary for both 
patients ana nurses. The salaries and wages have also 
risen from £70-6 to £73-6 per occupied bed over this 
period, and that again probably implies a more 
contented and efficient nursing staff working for 
fewer hours per week; while the other increases 
which have raised the statistical cost from £172 to 
£180-6 probably mean better ancillary services. The 
fact that the average of both the total and the 
“ statistical’ cost per 1000 out-patient attendances 
has risen by £4-2 in the last three years is less satis- 
factory, especially in view of the fact that the total 
attendances have also increased. The number of new 
out-patients in 1935 was 1,872,000 and the number 
of attendances 9,777,000. These figures are surely 
far too high, but while the costs are compared 
on the basis of attendances there is little incentive 
towards their reduction. 








DENTAL CARIES 


THE Medical Research Council has this week issued 
a final report from its Committee for the Investigation 
of Dental Disease, whose members are Sir Norman 
Bennett (chairman), Dr. G. Nairn Dobbie, Sir Patrick 
Laidlaw, F.R.S., Mrs. M. Mellanby, D.Se., Mr. A. T. 
Pitts, Mr. E. L. Sheridan, Mr. J. A. Woods, Dr. 
M. Young, and Sir David Munro. According to the 
committee the investigations “‘show conclusively 
that a relatively high vitamin-D content of the 
food can do much to diminish the incidence of caries 
if the vitamin is given during the development of 
the teeth; that a beneficial effect may be obtained 


if the vitamin is given at a fairly late stage of develop- 
ment ; 


and that even when it is given after the 
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eruption of the teeth, the onset and spread of caries is 
delayed.” 


THE fourth International Congress of Experimental 
Cytology will be held in Copenhagen from August 10th 
to 15th. The subjects for discussion are the physical 
chemistry of the cell, histochemical problems and 
cell metabolism, experimental morphology, the electro- 
physiology of the cell, experimental cell pathology, 
and the biology of irradiation. The secretary of 
the congress is Dr. Harald Okkels of the Institute 
for Pathological Anatomy, 11, Frederik 5° Vej, 
Copenhagen. 


Last October we published the text of an open 
letter, “‘to all the statesmen of the world,’ signed 


by psychiatrists and psychologists from many 
countries. It was issued by the committee for war 


prophylaxis of the Netherlands Medical Association 
(Secr. Koninginneweg 107, Haarlem, Holland), and 
this committee has now extended its work by pub- 
lishing a first medical bibliography of war and war 
psychology. It is hoped that this list will strengthen 
the conviction that war prophylaxis belongs to the 
domain of medicine, and help in its further compila- 
tion will be welcome. We understand also that 
Capt. Alan Thomas, of the League of Nations Union, 
15, Grosvenor-crescent, London, S.W.1, would like 
to receive the names of psychologists who are in 
sympathy with the movement. 


INDEX TO “THE LANCET,” Vor, L., 1936 


THE Index and Title-page of Vol. I., 1936, which 
was completed with the issue of June 27th, is now 
in preparation. A copy will be sent gratis to sub- 
secribers on receipt of a post-card addressed to the 
Manager of THE LANCET, 7, Adam-street, Adelphi, 
W.C.2. Subscribers who have not already indicated 
their desire to receive Indexes regularly as published 
should do so now. 


INTERNATIONAL LEAGUE AGAINST RHEUMATISM.— 
The fifth international congress of this league will 
open at Lund, Sweden, on Sept. 3rd, continuing there 
until the 5th and concluding at Stockholm on the 8th. 
The main subjects of discussion will be allergy in rheumatic 
diseases ; the reading of X ray photographs in arthritis ; 
the nature of myalgia; the help of the orthopedist in 
rheumatic diseases; housing conditions for rheumatic 
patients ; and affections of the shoulder-joint as affecting 
function in different occupations. There will be excursions 
to Visby in the island of Gothland and to the provinces 
of Dalécarlie and Jamtland. Medica! men and their 
friends proposing to attend should apply before August Ist 
to the congress secretary, Prof. G. Kahlmeter, Birger- 
jarlsgatan 36, Stockholm. An English party is being 
made up, to leave London on the afternoon of August 31st. 
Particulars may be obtained from Dr. Fortescue Fox, 
36, Devonshire-place, W.1. 


LECTURES ON GENERAL PRACTICE AT ST. MARY’s, 
During October a short course of lectures will be given 
by Dr. Geoffrey Barber to the students of St. Mary’s 
Hoapital Medical School on the details of running a medical 
practice. The subject will be dealt with under headings 
such as: purchase of, and different types of, practice ; 
running costs and book-keeping; practical methods of 
clinical records ; national health insurance ; equipment, 
drugs, dispensers, district nurses; ethics and other 
problems. These lectures are designed for newly qualified 
and final-year students and are an attempt to cover a 
side of medical life hitherto untaught save by actual 
experience. 
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CIX.—PROGNOSIS OF INGUINAL HERNIA 


I 


INGUINAL hernia cannot be discussed as a simple 
problem. The term includes not one but many lesions 
appearing at all ages ; some congenital, some acquired ; 
some curable by natural means, some by surgery, 
some not at all. Apart from the questions of cure, 
the inherent dangers, and the possibilities of relief 
by a truss, vary not merely with the type of hernia, 
but with the age, sex, health, and occupation of the 
patient. The prognosis with regard to operation 
has three different aspects, the operative risk in 
radical cure, the risk in strangulation, and the chances 
of cure ; in each case the outlook will vary not merely 
with the type of hernia and of patient, but with the 
type of operation performed and the skill with which 
it is carried out. In no branch of surgery which has 
had so long a history and involves so common a 
condition is there such divergence of opinion, not 
merely with regard to operative detail, but to the 
underlying principles upon which operation should 
be based. 

The Inguinal Canal 


The abdominal wall is the most important muscular 
structure in the body. It moves the trunk when 
movement is needed, and fixes it when a rigid base 
is required for powerful movements of the limbs. 
It is the induction mechanism of the heart and the 
exhaust mechanism of the lungs. It maintains intra- 
abdominal pressure, the force that keeps the viscera 
in position and provides the medium in which they 
work. At times, for instance in labour, defecation, 
or vomiting, the abdominal wall is called upon to 
exert—and resist—tremendous force. This important 
muscle complex must also, in the inguinal region, 
transmit the communications of the leg and testis 
without lessening its own efficiency. The lower 
limb, unlike the upper, which is plastered to the out- 
side of the trunk, derives its flexor muscle group 
from inside the abdomen; the abdominal wall 
allows the exit of this group, and of the vessels to 
the limb, by spanning their channel with a suspension 
bridge which is Poupart’s ligament. The testis 
passes through the abdominal wall itself just before 
birth from an intra- to an extra-celomic position, 
and thereafter the spermatic cord, carrying its abun- 
dant and variable blood-supply, must be allowed to 
run through a channel which will not compress it, 
but which is safe against extremes of pressure. 

This inguinal channel is guarded by a double 
defence mechanism, one mechanical, the other 
muscular. The mechanical defence is the fibrous 
lining to the abdominal wail, the transversalis fascia. 
Elsewhere thin, this fascia becomes a tough sheet 
where it forms the posterior wall of the inguinal 
canal, and is attached below to Poupart’s ligament. 
The cord traverses this fibrous posterior wall through 
a special opening with almost tendinous margins, 


- the internal ring. The muscular defences consist of 


the lower edge of the internal oblique and trans- 
versalis muscles, here blended to form the conjoined 
tendon, and the cremaster muscle which springs 
from them and from Poupart’s ligament, wraps 
round the cord, and extends in loops to surround the 
testicle itself. These muscles work with the abdo- 
minal musculature as a whole; when it contracts, 
that is when the intra-abdominal pressure is raised 
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and tends to force the cord further out of the abdomen 
or a pouch of peritoneum beside it, the conjoined 
tendon straightens out, pressing down on the cord 
and behind it on to Poupart’s ligament, narrowing 
the channel and interposing a thick muscular band 
to prevent the posterior wall bulging; at the same 
time the cremaster contracts and pulls the testicle 
and cord up against the extruding force, towards 
the internal ring. The anterior wall of the inguinal 
canal, that is the external oblique aponeurosis and 
the external ring, is of comparatively little value as 
a defence mechanism. If the deep layers have been 
unable to prevent herniation it is powerless to help 
them ; once its entry is forced, the pass is lost. 


Nature of Inguinal Hernia 

Omitting subdivisions which have no practical 
importance, three distinct varieties of hernia are 
encountered : the congenital, the acquired oblique, and 
the direct. A congenital hernia is always oblique, a 
direct hernia is always acquired; but an oblique 
hernia may be acquired, and an acquired hernia may 
be oblique. The congenital inguinal hernia is due 
to persistence, in whole or in part, of the funicular 
process, the evagination of peritoneum into the 
scrotum which precedes the descent of the testis. 
The sac of a congenital hernia is therefore present 
at birth, but there may be no hernia, for a hernia is 
“a protrusion of a viscus from the cavity in which 
itis normally contained.” If, however, the sac remains 
patent, a hernia may come down into it at any time. 
The majority of inguinal hernie that appear in adult 
life do in fact come down into sacs that have been 
open but empty since birth. Clinically we usually 
meet them either in ‘infancy or, if they have not 
appeared then, between the ages of 20 and 30, when 
laborious occupation brings a fresh factor, that of 
the vis a tergo, into play. The acquired oblique 
hernia appears in adult life only, usually at a later 
period, and often following a strain or injury. While 
the acquired nature of such a hernia is readily recog- 
nised at operation, there are no signs by which it 
can be diagnosed with certainty on clinical grounds. 
Both types of oblique hernia have the common 
factor of anatomical relations, that they pass through 
the fibrous opening of the internal ring and are 
therefore enclosed in the same fascial sheath as the 
cord ; they are tubular in shape, and pass through 
the external ring, and, if they extend further, into 
the scrotum. The direct hernia is an acquired defect, 
essentially a yielding of the posterior wall of the 
inguinal canal, with damage to the muscles of the 
canal preceding, accompanying, or following the 
fibrous yielding. Two causes are usually at work: 
an abnormal increase in abdominal pressure, due to 
laborious occupation, to a progressive increase in 
the abdominal contents in ascites or obesity, or to a 
cough; and atrophy of the muscles due to age, 
wasting diseases, or fatty degeneration. Direct 
herniz are therefore usually seen after the age of 
40, they appear gradually, almost unnoticed, and 
they are nearly always bilateral and usually sym- 
metrical. A direct hernia pushes the whole inguinal 
canal forwards, and does not come into it through 
its internal opening. The swelling is therefore 
globular rather than tubular. The peritoneal bulge 
(sac is a misnomer for a pouch that has no neck or 
fundus but resembles a soup plate rather than a 
glove finger) is behind the transversalis fascia, and 


THE LANCET] 


PROGNOSIS OF INGUINAL HERNIA 


{[suLy 25, 1936 205 


is limited by its attachments. It has no more than 
an accidental relationship to the cord, and does not 
in any sense follow it; it stretches, rather than 
traverses, the external ring, and does not descend 
into the scrotum. As it enlarges it does so in breadth 
as well as prominence, encroaching on larger areas 
of abdominal wall and extending well outside the 
limits of the inguinal canal. 


Prognosis of Untreated Inguinal Hernia 


When asked by a patient what will happen if he 
ignores a rupture which he has just discovered, we 
cannot find justification for an alarmist answer. An 
inguinal hernia, left alone, will never repair itself. 
It will remain, and will gradually get larger. If it 
is oblique, its abdominal opening will also enlarge, 
so that, while at first it comes down only after a 
straining effort, later it is always occupied by intestine 
or omentum. As it increases it interferes more and 
more with the patient’s activity, and it may become 
painful. The enlarging protrusion will cause pro- 
gressive damage to the tissues around it. It dilates 
the internal ring, at the same time pushing its inner 
margins towards the pubic spine and encroaching 
more and more upon the posterior wall of the canal, 
till in time the two openings lie nearly in line, and 
the hernia resembles a direct one, except that it is 
more tubular and has more rigid margins. The 
muscles become atrophied and increasingly inefficient. 
Adhesions form between the contents and the wall 
of the sac, making it irreducible, and round the walls 
of the sac, converting it to a rigid channel. Strangu- 
lation therefore becomes more and more likely. A 
direct hernia will also increase, but tends to keep 
its globular shape. It extends, not only forwards, 
but upwards and outwards, encroaching more and 
more upon normal tissues outside the inguinal canal 
and stretching muscles and fibrous tissue alike. It 
is however very unlikely to become irreducible or to 
strangulate. 

We must remember on the other hand that an 
inguinal hernia increases in size only slowly, and no 
appreciable change can be noticed in three or four 
months. Strangulation, a constant danger in an old 
oblique hernia, is almost unknown in an early one, 
because the tight bands which cause it are not a 
part of the normal anatomy of the inguinal canal, 
as they are of the femoral, umbilical, and obturator 
openings, but are the late result of traumatic and 
inflammatory repair. It is therefore reasonably safe 
to leave a hernia untreated for some months if opera- 
tion is to be undertaken later, and if repeated strain 
is unlikely, for instance in children or sedentary 
workers ; otherwise some form of treatment, by 
retention or repair, should be urged. 


Use of a Truss in Inguinal Hernia 


Patients usually wish to be informed on three 
points: (1) whether a truss can cure a _ hernia ; 
(2) whether a truss will retain a hernia in comfort, 
and allow an ordinary measure of activity; and 
(3) what risks are involved in wearing a truss ? 


(1) A truss cannot cure a hernia, but in infancy it will 
assist a natural cure, which, without its aid is impossible. 
A peritoneal sac extends through the inguinal canal into 
the scrotum or labium of every foetus till about the time 
of birth, and then, or shortly afterwards, is obliterated 
by natural repair. This physiological closure can almost 
certainly occur later, provided the sac is kept empty. 
An inguinal hernia in a baby should therefore be treated 
during the first year of life by a truss, or series of trusses, 
which must be worn day and night and in the bath. 
Provided the truss can be tolerated, and no prolapse of 


contents occurs, cure is possible up to the end of 
a year. If the hernia is retained only intermittently, 
or reappears after the first year, subsequent cure is 
very unlikely. 

In an adult inguinal hernia a truss could only produce 
a cure if it led to the closure by adhesions of the neck of 
the sac flush with the parietal peritoneum. Such a result 
is unfortunately never attained. Adhesions form beyond 
the neck, and are not across the sac but between its wall 
and its contents ; they are no safeguard, but rather favour 
strangulation. A direct hernia cannot under any circum- 
stances be cured by apparatus. 

(2) An oblique hernia is readily retained by a truss in 
its early stages, when the internal ring is not stretched. 
The truss must be well made, well fitted, and should be 
repaired or changed at frequent intervals. In larger 
oblique herniw, retention is more difficult, and in all 
varieties the efficacy of a truss is apt to decrease in the 
course of years, as the muscles atrophy from pressure. 
The comfort of truss life is very much an individual 
matter, depending not merely on the ability of the patient’s 
skin to withstand friction, but on the nature of his work 
and the temperature or climate in which it is done, and 
above all on his mental make-up. An appliance which 
is unnoticed by some is intolerable to others. 

A direct hernia, when small, is very easily retained by 
a truss with quite a light spring. When we remember 
that these hernie occur in older men who are often other- 
wise unfit, that they increase slowly, that they never 
strangulate, and that an operation for their cure is 
more elaborate and less certain than in the oblique 
type, we will often decide that a truss is the best 
treatment. 

(3) The outstanding risk of an inguinal hernia is that 
of strangulation, a risk which applies to the oblique 
variety only. The older the hernia the more likely is it 
to contain apertures, in its walls or between its contents, 
sufficiently tough to obstruct blood-vessels. If the truss 
is worn only intermittently, if though worn, it allows 
repeated descent of the hernia, the risk is a real and 
increasing one. Very few trusses are entirely efficient 
under all conditions. Thus it is usual to find that, of the 
patients who come to a hospitai asking for operation, a 
considerable proportion are men, who after 10 to 15 years 
of successful truss life, are finding increasing difficulty 
in retaining the hernia and complain of occasional attacks 
of partial obstruction. Operation has become necessary 
at a time when the age of the patient and the local condi- 
tion of the hernia make it less safe and satisfactory than 
it would have been in the first instance. 


The outlook may be summed up thus. A truss 
should be advised, as a possible means of cure, in 
all oblique hernia appearing during the first year 
of life. It may be recommended as a temporary 
measure of retention in all oblique herni# in which 
operation is to be undertaken later; in children up 
to the age of four, or in adults where operation is 
postponed for personal, economic, or medical reasons. 
It is very often the best treatment for direct hernia. 
In oblique hernia in adults it should only be agreed 
to as a settled method of treatment after the 
disadvantages and ultimate risks of such a course 
have been pointed out, or where the danger of any 
operation is prohibitive. 


Other Alternatives to Operation 


We may be questioned about treatment by injec- 


tion. The successful treatment of varicose veins by 
injection has unfortunately created the impression 
of injection as a cult for the cure of all human ills, 
like osteopathy. Injection of a vein is injection into 
a closed space lined by an endothelium readily des- 
troyed and filled by a fluid which is changed first 
to a solid clot and later to a fibrous cord. It destroys 
the lesion, the whole lesion, and nothing but the 
lesion. Injection of a hernia involves chemical 
injury of part of the abdominal wall limited by no 
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such barriers, and its replacement by fibrous tissue. 
Destruction can only be kept approximately localised 
and reasonably safe by small injections often repeated. 
The final result is the replacement of all planes in 
the neighbourhood of the neck of the sac by fibrous 
tissue, which the injector hopes may close the sac 
without strangulating the cord. In successful cases 
the outcome is that of a clumsy operation attained 
with more pain, risk, and loss of time; in the 
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remainder it is failure, with the chances of subsequent 
repair destroyed. 

If the patient is obsessed by the word “ injection,” 
he may be gently worked round by suggestion to 
the idea of injection of novocain, and a job properly 
done. 

W. H. Oeitvie, M.Ch., M.D., F.R.C.S., 
Surgeon to Guy’s Hospital. 
(To be concluded) 





THE PREVENTION OF 
INDUSTRIAL PLUMBISM* 


By Ronatp E, Lane, M.B., M.R.C.P. Lond. 


MEDICAL OFFICER OF THE CHLORIDE ELECTRICAL STORAGE 
COMPANY ; HONORARY ASSISTANT PHYSICIAN OF 
THE SALFORD ROYAL HOSPITAL 





In approaching the problems presented by a 
dangerous industry the first essential must, of course, 
be an enlightened employer, willing and anxious to 
provide safe working conditions; for without a 
management possessing this outlook no real progress 
can be made. The second lies in securing the 
confidence and coéperation of employees without 
which no effort on the part of the employer can be 
wholly effectual. : 

In achieving this happy combination the company’s 
medical officer, if he is equipped with tact and moral 
courage, can be the most potent factor. No dangerous 
industry should be carried on without the assistance 
of a medical man. Whether he be employed whole- 
time or part-time matters not at all and depends 
entirely on the size of the undertaking seeking his 
help; what does matter is that he shall be both 
competent and willing to present the facts to employer 
and employee alike, so that they may not only be able 
to face openly the health problems arising out of 
their ‘“ dangerous trade,” but also definitely realise 
their individual responsibility in the matter. 

Of necessity it usually falls to members of the 
medical profession to bring to the notice of employers 
the existence of a hazard. Surely this is not the 
limit of our responsibility! We must be able to 
offer advice and help to the employer and show him 
how his industry may be carried on with safety. 
It is important that there should be men in our ranks 
who have the special knowledge and training which 
enables them to do this. At present, with a few 
exceptions, it is only the Medical Inspectors of 
Factories who have this knowledge. It is to be hoped 
that with the growth of this branch of medicine 
more doctors make themselves competent in this 
department of our work. 


The Industrial Physician’s Approach 


A physician who is to give advice in any hazardous 
industry must make a wide study of the subject. 
First, he must have a full and intimate knowledge 
of the dangerous processes, and a practical knowledge 
of the industry from the inside. I regard this as 
of paramount importance. He must then devote 
attention to the following points :— 

(1) The toxicity of the materials handled. 

(2) Method of absorption. , 
Both these are necessary in arriving at the specification 





* Paper read at a meeting of the Association of Industrial 
Medical Officers, March 27th, 1936. 


of working conditions and in deciding what forms of 
protective device are necessary. 


(3) Action of the material upon the body and various 
organs. 

(4) Susceptibility. 
It is necessary to know these facts in order that suitable 
workers may be selected at the initial medical examination. 

(5) Means of detecting, at an early stage, signs of 
trouble. 
This check is necessary in order to ensure the general 
effectiveness of the protective measures, and to control 
new processes. As examples, one might cite X ray 
examination to detect early silicosis, the determination 
of the proportion of inorganic to organic sulphates in the 


urine of those exposed to benzene and blood examina- 
tion in the lead industry. 


These are general principles applying to the medical 
control of any dangerous industry. In what follows 
I intend to confine attention to lead and its compounds, 
and to deal briefly with one or two of the problems 
which have occurred in the effort to make safe what 
was one of the most dangerous lead trades. 

It is, of course, generally recognised that certain 
of the lead trades are dangerous, but it is apt to be 
overlooked that, despite all efforts hitherto made at 
prevention (which have certainly brought about a 
tremendous reduction in the incidence of plumbism), 
nevertheless lead poisoning: continues to head the 
list of notifiable industrial diseases. Alterations in 
the distribution of these cases in the various lead 
industries resulting from changing demands provide 
a fascinating study; and the rise and fallin the 
incidence of plumbism in the electric accumulator 
industry affords an interesting example. The Figure 
shows the rise in the number of cases of plumbism 
in the electric accumulator industry in the years 
following the late war. This resulted from expansion 
of the industry and a change in the nature of the 
articles manufactured (the market for motor-car and 
radio batteries was rapidly extending). Following the 
revision, at the beginning of 1925, of Home Office 
regulations controlling the industry a steady fall in 
the incidence has been experienced. This fall did 
not occur in the C.E.S. Co., where the number of 
cases continued to rise. This was due to the fact 
that the regulations introduced in 1925 were not new 
to this company where they had been voluntarily 
applied for some years, and, despite these precautions, 
the number of cases continued to rise as a result of 

expanding and changing trade. In 1927, on the 
advice of H.M. Senior Medical Inspector of Factories, 
a medical service was started. This has devéloped 
along the lines shown in this paper, and since its 
inception only one case of plumbism has occurred. 
In 1929 the same methods were applied to a further 
group of factories, and with two exceptions the only 
cases which have occurred have been of the cardio- 
vascular or renal types, resulting from continued 
heavy exposure many years previously, 

The total number on risk rose until 1927, and has 
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remained practically stationary since. Those who 
come under the special medical supervision described 
represent approximately 70 per cent. of the total. 


TOXICITY 


In considering the toxicity of any lead compound 
employed in industry it is necessary to appreciate the 
difference between the toxicity or poisonous properties 
of the substance per se, on the one hand, and the 
extent to which it constitutes a health hazard in 
industry on the other. The former is dependent 
essentially upon the chemical nature of the compound, 
whereas the health hazard in industry is to a very 
large degree determined by the physical properties 
of the various compounds handled. The ease with 
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which a compound may enter the body is therefore 
of far greater importance than its solubility in the 
body fluids. This ease of absorption is the vital 
point in most industrial poisonings, and is certainly 
so in the particular one under discussion. Physical 
properties such as wettability, particle size, tendency 
to clumping of particles, and the size of these aggre- 
gates (known as particulate size) are the properties 
which are more important when considering industrial 
plumbism than is mere solubility. 


ABSORPTION 


The reason for this is not difficult to understand 
in view of the method of absorption of lead com- 
pounds in industry. Of the three portals of entry 
the cutaneous is of little practical importance since 
no inorganic lead compound is absorbed by this 
route. This is not true of organic lead compounds, 
and -lead tetra-ethyl is readily absorbed by the 
skin. The industries concerned in manufacturing 
this compound were faced by a special set of 
difficulties, which, however, have been ably and 
effectively overcome. 

The gastro-intestinal tract is probably responsible 
for a certain amount of lead absorption, particularly 
where a soluble salt is being handled. Dust sticking 
to the mouth and nasopharynx is likely to be 
swallowed and absorbed from the gut. It must be 


remembered, however, “that lead absorbed by this 
route can only enter the systemic circulation via 
the liver, and it is well known that the liver forms 
a very effective barrier to the passage of lead into 
the circulation. 

The respiratory tract is the main portal of entry 
in industry. Lead compounds entering as fume or 
dust are absorbed rapidly from the lungs and directly 
enter the general circulation. Moreover, absorption 
by this route is uninfluenced hy solubility, and lead 
chromate, for instance, which is a highly insoluble 
salt at the pH of the body, is readily absorbed by 
this route. 

In view of this it is not difficult to understand why 
the physical properties referred to are so important. 
The smaller the particle size, the more rapid the 
absorption; the greater the particulate size, the 
more likelihood is there for the clumps of particles 
to be arrested in the nose or upper part of the 
respiratory tract. The greater the wettability of 
a compound, the more likely is it to stick and remain 
in the lung. Tobacco smoke, for instance, is easily 
wetted and over 80 per cent. is retained in the lung, 
whereas lead fume fortunately is difficult io wet 
and in.shallow respiration less than 20 per cent. 
of the lead is retained. 


DOSAGE 


It is essential for the industrial physician to be 
able to say with some degree of accuracy what 
concentration of lead may be allowed in the air with 
safety. The late Sir ‘Thomas Legge, whose experience 
of this subject was unparalleled, laid it down that— 

(1) If the amount of lead present in the air breathed 
contains less than 5 mg. per 10 cu. metres encephalopathy 
and paralysis would never, and colic would rarely, occur. 

(2) The lowest daily dose which, inhaled as fume or 
dust, may set up chronic plumbism is 2 mg. 


Now in both these limits it was necessary to rely 
on actual symptoms for the indication of excessive 
absorption. Legge said: ‘With a concentration 
of 5 mg. per 10 cu. metres in the air breathed cases of 
colic would rarely occur,” and that “‘2 mg. was the 
least daily dose to produce chronic plwmbism.” 
Legge’s figures are based on a great experience and 
they may be taken as accurate. The very fact that 
symptoms may be expected if these concentrations 
are allowed is sufficient in itself to render it necessary 
to adopt more stringent standards in industry to-day. 
In a group of lead workers the presence of sporadic 
cases of colic means much more than the actual 
disability to the sufferers; it indicates that lead is 
being absorbed by the whole group in quantities far 
higher than should be allowed. This absorption 
may go on for years and give little or no immediate 
trouble beyond, perhaps, a reduction in all-round 
efficiency. It is my contention that industrial 
physicians should strive to prevent this, should 
prevent any injury to health, any reduction in 
efficiency and in happiness, and any reduction in the 
length of life of the lead worker. I maintain that 
this can be done, but only if a more stringent standard 
is adopted. It is certain that Legge would have been 
the first to press for safer standards. No one realised 
better than he the advantage of reduciag the lead 
contamination of the atmosphere to a minimum. 
The difficulty has been that, despite Legge’s warning 
that cases of colic would occur with a concentration 
of 5mg. per 10 cu.m., people in the past have been 
content to allow this figure. This attitude is wrong— 
a better standard is required. What should this 
standard be, and what are the grounds for fixing it ? 
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General Preventive Measures 


The approach from the purely theoretical standpoint 
is of some interest. First, it is necessary to know 
the proportion of inhaled fume or dust that is retained 
in the lung. This is difficult to arrive at and a consider- 
able amount of work has been done in connexion with 
the problem. The findings of Hepple *? may be taken 
as being in agreement with the main body of opinion. 
He found with low concentrations such as are found 
in industry: for shallow breathing, while at rest, 
some 16 per cent. of the lead which enters is retained, 
and that on deeper breathing, such as results from 
gentle exercise, 33 per cent. is retained. This low 
retention rate is probably due to the well-known 
hydrophobic property of lead compounds. 

I did a number of experiments to determine the 
minute-volume of air breathed in various types of our 
work, employing an ordinary Douglas bag. 

Bench work gave a minute-volume of 12 litres = 5-7 cu. m. 
per 8 hours. 

Assuming 5 mg. per 10 cu. m. we can get some idea of the 
lead retained—i.e., 2-8/3 mg. = 0-9mg. Pb. retained. 

Moderately heavy .work gave a minute-volume of 
21 litres = 10 cu. m. per 8 hours = 5/3 = 1-7 mg. Pb. 


This 1-7mg. is approaching very near the 2 mg. 
figure that will in time give rise to chronic plumbism. 
These figures are of some academic interest. I feel, 
however, that in most workshops the determination 
of the lead in the atmosphere is probably of more 
value as an index of the prevailing hygienic conditions. 


It gives an idea of the amount of absorption that is - 


likely to take place rather than any absolute figure 
for the amount of lead absorbed. Under industrial 
conditions this is very difficult to arrive at. 

It is very important, however, that the allowable 
contamination should be known, for in this way 
standards may be fixed which, if adhered to, will 
give safe working conditions. In order to fix this 
limit I performed a number of experiments in which 
I correlated atmospheric lead conditions and blood 
conditions (punctate counts). A typical experiment 
of this type is shown in the Table from which it can 
be seen that with a “lead in air” figure of 5-4 mg. 
per 10 cu. m. very considerable absorption was 
experienced (punctate count 10,000 per million red 
cells, small, medium, and large granules), whereas on 
reducing this air figure to 2mg. per 10 cu.m. the 
punctate count fell to 2000 small—i.e., almost 
within normal limits. From experiments of this 
type (and they have been repeated time and again) 
it becomes evident that in industry an effort must 
be made to keep the lead in the air below 2 mg. per 
10 cu. m. (see Table). 


Practical Measures 


The bearing of these various facts upon factory 
methods must now be considered. I would here 
remind you of Legge’s maxim: “If you can bring 
an influence to bear external to the workman (i.e., one 
over which he has no control) you will be successful, 
and if you cannot, or do not, you will never be wholly 
successful.”” I am sure this principle is now generally 
accepted ; the only difficulty is to know how it can 
be put into effect. In many lead industries it is 
by no means easy, and considerable ingenuity is 
called for. Much can be done by mechanisation and 
by the installation of an efficient type of local exhaust. 
By efficient I mean a type whichis so arranged that 
no matter how the man does his work, and no matter 
where on the bench it is done, dust cannot escape 
into the general atmosphere of the workroom. By 
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far the most effective type of local exhaust is ‘that 
employing the low-pressure principle in which large 
volumes of air are moved at a velocity of about 100 ft. 
per minute. The closest collaboration with the works’ 
engineers is desirable, and the minutest attention to 
detail is necessary. Attention must be given to 
bench and floor surfaces and to methods of keeping 
them dust-free or wet, to protective clothing, to 
washing and bathing facilities, and to scores of other 
details. Three other matters which are of great 
importance cannot be dismissed with a mere 
mention: (1) hours of work; (2) physical effort 
involved on any process; (3) methods of payment. 


Table Showing Result of Improving Working 











Conditions 
December, 1927. December, 1929. 
No. | Punctate Lead in air, Punctate Lead in air, 
basophils 11 det. basophils 12 det. 
(per million (mg. per (per million (mg. per 
R.B.C.). 10 cu. m.). R.B.C.). 10 cu. m.). 
1’ 13,200 S.M.L. we ee 6 
2 6,100 S.M.L. os 2,400 S.M. ve 
3 1,500 3.M. ee ee oe 
4 5,700 S.M.L. 5-4 4,000 S. 1-9 
§* 27,100 S.M.L. 4-7 - 2-4 
6 12,100 S.M. 4-2 1,100 8. 2-8 
7 4,500 S.M.L. 3°5 1,200 8. 1-6 
8! 11,000 S.M.L. 4-4 1,900 S. 19 
9 4,000 S.M. 4°3 site 20 
10? 32,300 S.M.L. 8-8 se 2°5 
11* | 10,500 S.M.L. 5-3 ee 1-4 
12 | 4,300 S.M. 71 800 8. 2-8 
13 6,100 S.M. 3-6 2,100 8. 1-2 
14 6,600 S.M.L. 77 6,000 8. 1-7 
15 5,500 S.M.L. ae 1,400 S.M. 1-1 
16 | 7,100 S.M. 2,400 S. - 
17 5,000 S.M.L. x3 4) 
18 6,100 S.M.L. 1,500 S. wa 
19* 44,800 S.M.L. oe 
20 Sa Sey L. .< ae 
21 3,800 8. os 
22 a ae 2,300 8. oy 
23 ee ee 600 8S. 
24 . - 1,600 8 
25 2,400 S 
26 3,500 S.M 
27 2,100 S 
28 500 8 
29 Free 
Aver. 10,800 S.M.L. 5-4 2,100 8S. 1-9 


* Case of mild plumbism with debility. 
* Case of clinical plumbism with colic. 
S.M.L. = small, medium, large granules respectively. 
det. = determinations. 


HOURS OF WORK 


In the experiments to determine the safe limit of 
air contamination a standard eight-hour day was 
employed. It is important, therefore, that no time 
in excess of this is worked ; because if it is, dosage 
will be rapidly increased and may reach a point at 
which the normal balance of intake and excretion is 
upset. For this reason I regard it as important that 
no overtime be allowed on any dangerous lead opera- 
tion. I know overtime offers an easy way out to 
the employer in many situations, but it is possible to 
do away with it if a determined effort is made by the 
management. Now what is overtime? This again 
is an important point. I would say that for all 
lead workers the hours must not exceed 48, and in 
certain cases they should be very much less. My 
own practice is to allow a five-day week only on all 
moderately dangerous processes, while in certain 
jobs which are hazardous and difficult to control a 
four-day week only is allowed. For this shorter time 
it is essential to see that an adequate wage is paid, 
because nutrition is of considerable importance in 
determining susceptibility to attack. 
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PHYSICAL EFFORT 

It was noticed in the determination of respiratory 
exchange how rapidly the minute-volume rises if 
the work becomes arduous. With this increase 
in minute-volume there is also an increase in the 
percentage of dust retained by the lung. It is 
therefore doubly important to cut down this deep 
and heavy breathing which must result from any 
heavy manual work. As much as possible must be 
done to mechanise processes, and particularly to 
relieve lead operatives of very heavy work. I have 
had several instances where an alteration in a “ rate ” 
which has called for greater physical effort has given 
rise to rapid increases in lead absorption as determined 
by group blood examinations. 


METHODS OF PAYMENT 

The first essential is that the worker should have a 
wage sufficient to enable him to live reasonably well, 
as judged by his social status. Bonus schemes and 
piece rates must, moreover, be so fixed that he can 
earn an adequate wage without too much physical 
effort. It may even be necessary to fix a limit to the 
bonus earnable (and therefore to the work done). 
It is often found that men allowed to earn as much 
as they can, manage to get through a tremendous 
amount of work ; for some of them this may not do 
a great deal of harm, but for the slower ones 
who try to keep up to the pace set by the faster 
workers, nothing but harm results when they are 
employed on dangerous lead work involving strenuous 
manual labour. I will agree that this limitation is 
not a system one likes, but in certain cases it has 
been found necessary. 

Similarly, any attempt at a “speed-up” must 
be done very carefully and circumspectly. A recent 
example came to my notice which may be of interest. 
A small paint factory which had been carrying on 
quietly and safely for years suddenly introduced 
a “speed-up.” The results were disastrous, and the 
percentage of those lead workers who went down 
with plumbism was very high. Any “ speed-up ”— 
and the employer quite rightly insists on these things— 
must be made with great judgment and with the 
simultaneous introduction of mechanical methods 
and efficient local exhaust devices. 

So much for the general preventive measures. 
It will be seen how widely the net has to be cast 
and what a variety of factors need consideration. 
I propose now to pass to the question of the medical 
supervision of the lead worker; this aspect of the 
problem is of paramount importance. 


Control of Conditions of Work 

Under Home Office regulations it is required in a 
number of the lead trades not only that certain 
conditions of work be provided, but also that lead 
workers be medically inspected at suitable intervals. 
It is difficult to over-emphasise the importance of 
this measure, for there can be no doubt that this 
medical control of the workers by the certifying 
surgeons has been instrumental in reducing the amount 
of ill-health and disability resulting from employ- 
ment in inadequately protected industries, and in 
bringing to light unsuitable working conditions. 
Furthermore, these regulations require that new 
workers be medically examined. 


SELECTION OF WORKERS 
The selection of the right type of worker is a 
matter of great importance. The following’ points 
should receive attention :— 
Sex.—Menonly should beemployedon hazardous work. 
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Age.—My own practice is to allow no one under 
21 years of age on a dangerous lead process. Young 
people are notoriously susceptible, and whatever 
may be the truth concerning the connexion between 
lead and chronic nephritis (and the evidence is 
conflicting) there is no gainsaying the classic work of 
Nye * in Queensland in which he showed the havoc 
wrought among children by lead ingestion, with a 
heavy incidence of renal disease. 

Family history.—Susceptibility to lead is a very 
definite entity and is frequently familial. I have 
seen several cases where brothers have shown this 

‘dency, and I reported an interesting case of a 
.amily of this type last year. Where a family 
history of lead poisoning exists, a candidate should 
be considered unsuitable for lead work. 

General considerations.—The neat, clean, well- 
groomed worker is to be preferred on the assumption 
that he will be likely to carry his personal habits into 
his work. He should be of more or less normal 
physique and should have a reasonably clean mouth ; 
he should not be short-sighted (unless adequately 
corrected with glasses) and he should not be a “ nail- 
biter.” He should, moreover, have a reasonable 
degree of intelligence and be amenable to discipline. 
In addition, he should not be addicted to the bottle. 
These are some of the points one looks for in selecting 
a lead worker. It is well to make, at the initial 
examination, an opportunity for a talk on dangers 
and precautions, taking care not to frighten the new 
employee. This instruction in the correct methods 
of work is of the very greatest importance, and is 
later carried on by the foremen when the men are 
drafted to departments. 


MEDICAL SUPERVISION 

The certifying factory surgeon must of necessity 
rely on the appearance of clinical symptoms or signs. 
Now the effects of lead are notoriously insidious in 
their manifestation, and it is no easy matter to 
detect the earliest ill-effects of lead absorption ; 
in fact, in most cases it is quite impossible without 
the assistance of special methods. In view of this 
it follows that the employment of any method which 
will allow of the earlier diagnosis of impending 
trouble is a further advance in our campaign against 
industrial plumbism. Such methods are fortunately 
available. They enable us to keep a close, accurate, 
and scientific watch on lead workers, on changing 
processes, and on changing factory conditions. With- 
out a method of this sort I maintain that our medical 
equipment would be badly deficient, and our results 
would therefore never be really satisfactory. I 
regard a reliable objective test as indispensable in 
the control of any industrial poison hazard. 

Blood examination.—The earliest manifestation 
of lead absorption is to be found in the appearance 
of punctate basophilia in the blood, and it is this 
phenomenon which provides our easy objective method 
for the medical control of lead industries. Behrend ° 
was the first to note this association as long ago as 
1899. The nature of the change has been the subject 
of much controversy; the work of Key’ and of 
Brookfield * has shown conclusively, however, that 
the stippled cell is the young cell; and the close 
connexion between reticulocytosis, polychromasia. 
and punctate basophilia is now generally accepted, 
Reticulocytes are susceptible to injury, and as a 
result of damage, their reticular substance may 
become so altered that it becomes visible by ordinary 
staining methods; these cells now display poly- 
chromasia or punctate basophilia. The typical 
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reaction resulting from the action of lead is that of 
punctate basophilia, but frequently, following lead 
exposure and before the appearance of stippled cells 
in the blood, a high polychrome count is the only 
change found. 


In making use of this phenomenon in the control 
of lead work, Sellers ® in 1925 showed the desirability 
of quantitative estimation of the degree of punctate 
basophilia, and in 1931 I*° confirmed his findings, 
and showed further the importance of the size of 
the granules. 


Details may best be obtained from the original 
papers, but briefly the method is as follows :— 


Blood is obtained from the lobe of the var, and a thin 
film is prepared. At the same time a hemoglobin estima- 
tion is made. Films are fixed in methyl alcohol and 
stai in an alkaline methylene-blue (meth. blue (A.R.) 
0-5 g. sodi. bicarb. 3°0 g. aq. dist. 100 c.cm.). The counting 
is carried out by trained assistants; a hundred fields 
are scrutinised, and any stippled cell or polychrome is 
noted and classified according to the size of the granules. 
The number of red cells examined is estimated by the 
help of an Erlich’s Stop, and the final answer expressed 
as the number of punctate cells per million erythrocytes. 
In addition to this the total number of polychromes seen 
is recorded. It must be remembered that by using this 
stain the very slightest degrees of polychromasia and of 
stippling are detected, and therefore counts made by a 
trained observer on films stained in this way are on a 


considerably higher level than those obtained when using 


a double stain. 


As a result of experience gained from the examina- 
tion of over 12,000 of these blood films from lead 
workers and others the following conclusions have 
been arrived at :— 

(1) Very minor degrees of punctate basophilia are found 
in approximately half the industrial population. 

(2) Slight degrees of punctate basophilia are to be 
expected in the majority of lead workers. (Up to 2000 
per million ; smali granules only.) 

(3) The magnitude of the punctate count in any given 
normal case more or less follows the degree of exposure. 
There is a lag of a few days or weeks (depending on the 
hazard) following the commencement of the period of 
exposure, and a greater lag—depending on the degree and 
duration of exposure—follows its cessation. For example, 
a return to normal limits is to be expected in about six 
to eight weeks following heavy exposure lasting one or 
two months, but a return to normal will probably take 
six to eight months if exposure has lasted one to two years. 
This is probably due to the slow excretion of stored lead. 

(4) Quantitative estimations are essential, and the size 
of the granules gives very useful information. Large 
granules have a greater significance than small ones, 
and denote very excessive and rapid absorption of lead 
cr dangerous mobilisation. 


In practice all lead workers are examined by this 
method. The frequency with which the test is 
done depends on the degree of exposure. Certain 
men in dangerous occupations are examined each 
month, others each three or six months, or as occasion 
demands. Workers from all departments are being 
sampled continually, and if any high count is 
discovered, a full investigation is made both of the 
remaining workers (who are all blood tested) and of 
their conditions. In this way a constant check is 
kept on dangerous departments and processes. The 
value of blood examinations from this point of view 
cannot be over-emphasised—in the last three months 
I have had no less than four examples where this 
method enabled one to anticipate trouble. 

If any new process is started, workers engaged on 
it have their blood tested at frequent intervals 
(2 weeks). It must be emphasised that counts from 
groups of men engaged on similar work are of 





more value in controlling a hazard than individual 
counts, 

There is no doubt whatever that certain individuals 
possess an undue susceptibility to lead, and unfor- 
tunately the only way of singling them out is by trial 
and error, Obviously it is very undesirable to wait 
until a worker shows clinical signs of intoxication or 
actual subacute plumbism. Our aim must be to 
detect him as early in his industrial career as is 
possible. Blood examination offers a means by 
which this can be done. If a susceptible employee 
is put to work on a process, the hazard of which is 
known and the normal reaction to which is established, 
it will be found that his punctate count rises very 
steeply (or his hemoglobin falls rapidly). This 
blood reaction occurs early, long before any symptoms 
are likely to arise, and it is therefore possible to remove 
him from danger before he has suffered any appreciable 
damage. In order, therefore, to detect the susceptibles, 
new workers are examined at short intervals (3—4 
weeks) for the first few months of employment in 
lead work. 

It has been pointed out that the cell showing 
punctate basophilia is the young cell. It follows, 
therefore, that if blood regeneration is sluggish the 
number of punctate cells will not rise following lead 
exposure. This is the explanation for those rare 
cases which display no rise in punctate count following 
lead exposure, but instead show a steady fall in 
hemoglobin. Cases showing this reaction should 
be removed from lead work. It is for this reason that 
hgmoglobin estimations are essential in addition 
to punctate counts, particularly in new workers. 


CHRON AXIMF TRY 


There are certain classes of lead work in which 
blood changes are not observed in anything like the 
degree that they are found in the dusty lead trades. 
For instance, lead burners, where the lead burning 
is of a fairly light type, rarely show a high punctate 
count, although they sometimes have a reduced 
hemoglobin. These workers, however, frequently 
show early nerve changes, and it is in the detection 
of these that chronaximetry can be of assistance. 
Details of this method may be obtained from the 
original papers.4' 24% [| will content myself here 
with its mention. Chronaximetry is the measure- 
ment of the duration of time for which an electric 
stimulus must act on a nerve in order to obtain a 
reaction. Variations in this time may be measured 
and constitute the earliest sign of nerve degeneration. 
The normal time for the finger extensor muscle 
group, usually used in this work, is from four to 
eight thousandths of a second. With marked lead 
absorption, particularly if it is of long duration, 
this figure may be prolonged to twenty or thirty 
thousandths of a second. 


Conclusion 


This paper is but intended to give a brief outline 
of present-day methods employed in the care of the 
lead worker. A glance at the Figure is sufficient to 
show that this work is proceeding on the right lines. 
The results that have been obtained have been 
extremely good, and it has been possible in a large 
group of factories practically to eliminate clinical 
plumbism, and further, so to reduce lead absorption 
that it is to be hoped we are nearing the ideal we 
set ourselves of conducting what was a dangerous 
industry without any injury to health and any 
reduction in the length of life of those employed. 
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Summary 


(1) The onus of providing safe working conditions 
rests with the employer, who will need the advice 
of a medical man with special knowledge. 

(2) The extent to which lead compounds constitute 
a health hazard in industry depends more on physical 
than on chemical properties. 

(3) Atmospheric contamination by lead should be 
maintained below 2 mg. per 10 cu. m. 

(4) A minute attention to the detail of factory and 
working conditions is necessary in order successfully 
to avoid excessive lead absorption. 

(5) Medical supervision is essential if trouble is to 
be avoided, and for this to be effective use must be 
made of objective tests. 

(6) Quantitative estimations of punctate basophilia 
are of great value in the effective medical control 
of a lead industry. 
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MEDICINE AND THE LAW 


Puerperal Fever Contracted at Maternity Home: 
Liability of County Council 


THE long-awaited decision of the House of Lords 
in Lindsey County Council v. Marshall establishes an 
important point of liability for negligence at a county 
council’s maternity home. It is a familiar legal rule 
that the governors who carry on a hospital are not 
responsible to patients for mistakes in medical treat- 
ment or nursing, provided that reasonable care has 
been taken to «ppoint competent doctors and nurses. 
That principle is now held not to apply to a maternity 
home where the local authority provides no medical 
attendance (the patients being attended by their 
own doctors) and where no complaint is made of 
lack of skill in the nursing. 

The Lindsey County Council carried on a maternity 
home at Cleethorpes through its maternity and child 
welfare committee, which was advised by the county 
medical officer of health and by an assistant medical 
officer of health who was medical superintendent of 
the home. It was a three-storey building with 16 beds 
for patients. The charge for a bed in a private ward 
was 4 guineas a week and for a bed in a public ward 
2 guineas. Mrs. Marshall arranged to have a bed in 
a private ward for her confinement which was expected 
to occur about July 4th, 1933 ; she was to be attended 
by her own doctor. On June 30th a Mrs. Franklin 
was admitted to the home and developed a high 
temperature; her doctor diagnosed appendicitis 
and she was removed by ambulance to Grimsby 
Hospital where she was found to be suffering from 
acute puerperal fever. When she left the Cleethorpes 
home on July 4th there was a routine disinfection 
of the nurses as after any case of high temperature. 
Next day there was a further disinfection when news 


came of the diagnosis at the Grimsby Hospital. 
Normally the proper course to adopt, on the appear- 
ance of a case of puerperal fever, would be to take 
swabs of the throats of all contacts in order to ascer- 
tain by bacteriological examination if any person 
was a carrier. This was not done in Mrs. Franklin’s 
case at Cleethorpes because it was thought that 
the disinfection on July 4th would render useless the 
taking of swabs. On July 9th a Mrs. Fleming was 
admitted to the Cleethorpes home. She had a tem- 
perature of 100-6° F. next day, after her confinement, 
and again on July llth, and her case thus became 
notifiable as one of puerperal pyrexia. On the 
evening of July 12th Mrs. Marshall, being very near 
her confinement, arrived with her husband at the 
home. They were told there was no private ward 
available, and, after some hesitation, Mrs. Marshall 
went into a public ward on the understanding that 
she would be moved to a private ward as soon as 
possible. Nothing was said to Mr. or Mrs. Marshall 
or to their doctor about the illnesses of Mrs. Franklin 
or Mrs. Fleming, or about the existence of any recent 
case of infection. Next day Mrs. Marshall’s baby 
was born. Three days later four other patients 
developed puerperal fever. On the fourth day Mrs. 
Marshall herself developed it; she was removed to 
an infirmary and suffered a severe attack. On the 
day when Mrs. Marshall was found to have puerperal 
fever, the county medical officer of health and the 
medical superintendent of the home decided to close 
the home against any further admissions. Mrs. 
Marshall subsequently obtained a verdict of £750 
damages from the county council. The jury found 
that there was a contract to supply a private room 
at the date when Mrs. Marshall should present herself 
at the home and that the contract was not varied 
by the decision to enter a public ward. The jury 
further found that there was a breach of duty in 
the administration of the home from July 4th 
onwards ; swabs ought to have been taken from the 
whole of the staff immediately upon the report of 
Mrs. Franklin’s case ; Mrs. Marshall or her husband 
or her medical attendant ought to have been informed 
of Mrs. Franklin’s case. Mrs. Marshall’s illness, said 
the jury, was the result of these breaches of duty. 
The House of Lords has now decided that there 
was ample evidence to support these conclusions of 
fact, and has refused to exempt the county council 
from liability on the ground that the responsibility 
rested on the medical advisers of the county council’s 
maternity and child welfare committee and not on 
the county council itself. The council, says Lord 
Hailsham, was carrying on a maternity home and 
was inviting prospective mothers to make use of 
it ; the council, in those circumstances, owed a duty 
to those whom it invited into the premises to make 
those premises reasonably safe, or, if there was any 
hidden danger whereof the council or its agents 
were or ought to have been aware, to give the persons 
so invited due warning. It was no excuse to say that 
the council was misled by the mistakes of the agents 
whom it employed—namely, the medical officers 
who advised the committee. The county council 
was a corporation ; it could act only by agents. It 
appointed a subcommittee of the maternity and 
child welfare committee to manage the Cleethorpes 
home, and the committee looked to the county 
medical officer, and to the medical superintendent 
of the home, for advice. If, as the iury decided, 
there was negligence in the conduct of the home, 
the county council must answer for the mistakes of 
its agents. There was no difference in principle 
between employing a doctor to advise on medical 
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questions and employing -any other skilled person 
to advise on other questions. The Lord Chancellor 
referred in passing to the range of cases like Hillyer v. 
St. Bartholomew’s Hospital which establish that, if 
hospital authorities have done their best to secure a 
competent staff, their liabilities should cease there, 
as they cannot possibly supervise by personal attend- 
ance the work of the physicians and surgeons in the 
wards. Lord Hailsham said these cases were no 
authority for the proposition that, if a corporation 
acted through an agent who was a medical man, its 
liability was any less than if its agent belonged to 
any other profession or calling. 

We may expect the Cleethorpes case to furnish 
ammunition for fresh claims against hospitals. The con- 
ditions of managing a maternity home where patients 
are attended by their own doctors are quite different 
from the conditions of managing voluntary or other 
public hospitals. But the doctrine of the respon- 
sibility of corporations for the wrongful or even 
criminal acts or omissions of their agents (which is 
simply an extension of the ordinary man’s liability 
for the acts or omissions of his servants) is a far- 
reaching one. It will still, however, be possible to 
contend that the professional staff of an English 
hospital does not come under the title of employees 
and does not attract the legal implications of ordinary 
employment. 


Judicial Insistence upon Medical Secrecy 

His Majesty’s judges have occasionally insisted 
that medical practitioners shall disclose in the witness- 
box the confidences entrusted to them by their 
patients. There is no such thing, we are told on 
these occasions, as medical privilege in a court of 
law. Though the solicitor cannot be compelled to 
divulge in court his client’s secrets, the doctor must 
tell. Last week at Leeds assizes, in Healy v. O'Donnell, 
Mr. Justice Charles sternly rebuked a doctor for 
answering a question put by counsel as to the nature 
of the illness for which he had treated a deceased 
patient. ‘‘I should have thought,” said his Lordship, 
“that this was a matter of the most sacred privacy ; 
what do you mean by revealing what ought to be a 
matter of the most sacred confidence between you 
and your patient?’’ The case was one in which 
the widow of a former patient was suing a doctor 
to recover a sum alleged to be the balance of a loan 
of £200 made by the patient to the doctor. The loan 
was said to have been for £200; alleged payments 
of £20 by the defendant to the plaintiff were relied 
upon as payments on account of the loan. The 
defendant doctor denied that the patient had ever 
lent him money; the judge accepted his statement 
and gave judgment for the defendant with costs. 
From the incomplete report available it is certainly 
hard to see why the defendant should have needed 
to state in the witness-box the illness for which the 
deceased patient had consulted him. Mr. Justice 
Charles asked on whose instructions the objectionable 
question was put to the witness. Dr. O’Donnell 
said he had told his solicitor and counsel that he did 
not wish these matters revealed. Upon receiving 
this reply, the judge shifted the blame to the counsel 
who had asked questions which should never have 
been asked and which were contrary to his instruc- 
tions. Counsel, accepting the rebuke, was told that 
he ought to be ashamed of having to admit so shock- 
ing an infringement of medical secrecy. Thus we 
see that the rule of medical privilege (which, as we 
all know, exists to protect the patient and not 
to protect the doctor) may raise its modest head 
in the law courts after all. 


NEW ZEALAND’S MUNICIPAL MILK- 
SUPPLY 


(BY A SPECIAL CORRESPONDENT) 





New ZEALAND is famous for its experiments in 
social legislation ; it was the first country to give 
women the Parliamentary vote, and it is the only 
country whose capital city, Wellington, runs a 
municipal milk-supply. 

The Wellington Corporation did not begin to 
explore the possibilities of milk municipalisation on 
its own initiative but under pressure from the local 
farmers, who complained that they were unable to 
secure satisfactory terms from the dealers distributing 
milk in the city. They contended, for instance, that 
the prices paid for winter milk did not encourage 
them to attempt to equalise their production through- 
out the year, so that there was often a serious 
shortage of milk during the winter months. The 
Corporation first endeavoured to meet the difficulties 
by a process of rationalisation, by establishing a 
central clearing house for all milk intended for sale 
in the city, and grouping the milk distributors into 
four companies each being limited to a defined 
section of the city area. It was hoped that this 
would prevent the waste due to multiple deliveries 
in the same street. The scheme was a failure. Satis- 
factory arrangements with the distributors could not 
be made; adulteration continued to be prevalent, 
and the milk was not supplied under proper hygienic 
conditions. The Corporation decided therefore to 
undertake its own distributing service. Legislative 
authority having been obtained, the distributing 
companies were paid £38,000 as compensation for 
loss of business, payment being spread over three 
years, and on July 9th, 1922, the municipal supply 
began. 

THE SCHEME IN BEING 


The Corporation buys its milk from a coéperative 
dairy farmers’ organisation. Most of it is produced 
within thirty miles of the city, but in winter, when 
production in the farms diminishes, it is necessary to 
extend the collection area to sixty miles. Within 
the thirty miles area the milk is collected by the 
Corporation in motor lorries ; outside this area it is 
sent by rail. The milk is purchased not by volume 
but by weight and on butter-fat content, the object 
being to encourage the production of milk of high 
nutritive value. In New Zealand the minimum legal 
standard of butter-fat in milk is 3-25 per cent., but 
the average test of milk supplied to the Corporation 
works out at 4-2 per cent., not falling below 3-8 in 
the early summer and rising to 4-7 per cent. in the 
late autumn and early winter. The Corporation 
retails the milk with the full butter-fat content as 
received; it is not “standardised” by reducing 
the percentage of fat to the legal minimum, a 
practice not unknown in milk distribution elsewhere. 
The summer price paid to the producers, which is 
payable for about eight months, is based chiefly on 
the London prices of finest New Zealand salted butter 
and cheese; the winter price is the average price 
paid in the preceding summer, with a guaranteed 
minimum, to which is added a winter premium. The 
milk producers are obliged to observe stringent 
hygienic conditions ; the farms are inspected by the 
Corporation’s officers, and about 5000 milk analyses, 
chemical and bacteriological, are made monthly in 
the laboratory forming part of the municipal milk 
depot. 
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The tests show that the milk as received at the 
depé6t conforms to a high standard, nevertheless as 
supplied by the Corporation it is pasteurised and 
delivered to the consumer in bottles. Pasteurisation 
is regarded as the best safeguard against milk-borne 
disease. At the Corporation’s depét in the city 
the milk is received direct into the weighing tanks, 
from which samples are taken, and from this point 
onwards it is in a totally enclosed circuit, to render 
outside contamination impossible. From the tanks 
it flows through straining pads of cotton lint and is 
cooled to 38°F. It then flows into storage tanks, 
after which it is heated to 145° F. and maintained 
at that temperature for thirty minutes. It is then 
immediately cooled to 40° F. in an enclosed cooling 
room from which it passes into the rotary bottle- 
filling machines, each of which can fill and cap 
3600 bottles per hour. The milk is retailed in bottles 
of pint, pint and a half, and quart sizes. 

To avoid bad debts the Corporation has adopted a 
token system of payment for retail supplies. The 
tokens are small metal discs, perforated to distinguish 
them from coins, of three sizes to represent payment 
for a pint, pint and a half, or quart bottle respectively, 
and as the summer and winter prices differ the tokens 
are made from two metals. They are sold at the 
depot and, on a commission basis, by a number of 
shopkeepers in the city and suburbs. The filled 
bottle is exchanged by the roundsman for an empty 
bottle and the proper token; no delivery is made 
unless an empty bottle and token are put out, or, 
in case of breakage, a cash payment is made for the 
broken bottle. Wholesale customers taking not less 
than five gallons of milk per day are allowed reason- 
able credit. During the year ending March 31st, 
1935, the average retail price of the bottled pasteurised 
milk worked out at 20-533 pence per gallon—slightly 
more than 5d. per quart—and this it should be noted 
was for milk containing on average 4-2 per cent. 
of fat. 

Rather more than 85 per cent. of the Wellington 
householders obtain their milk from the Corporation, 
which has not a complete monopoly. Parliament in 
authorising the municipal supply permitted farmers 
already producing milk within two miles of the city 
boundary to sell milk in the city provided it was 
produced on their own farms. This restriction was, 
however, thought to cause hardship in seasons of 
short supply, and at such times the Corporation sells 
to the “nearby farmers” sufficient milk to enable 
them to carry on; they are also allowed to purchase 
from one another quantities not exceeding five 
gallons daily for not more than fourteen days. There 
are about seventy farmers licensed by the Corporation 
to sell milk in the city. 

FINANCE 

The capital required by the Corporation’s milk 
department was raised by loan, the total sum 
borrowed being £103,400. Interest on the loans and 
sinking fund payments at 1 per cent. are charged 
against the revenue of the department, which has not 
drawn upon the Corporation’s general fund, either for 
capital expenditure or other purposes. During the 
year ending March 3lst, 1935, the Corporation sold, 
wholesale or retail, 3,254,272 gallons of milk and 
259,752 pints of cream. In addition 32,565 gallons 
of ice-cream mixture were sold to ice-cream manu- 
facturers. The revenue was £183,575; working 
expenses amounted to £66,820; payments in respect 
of depreciation, interest, and sinking fund to £12,868 ; 
and a sum of £9 was written off as bad debts. The 
net profit on the year’s work was £4376 as against 


£6132 in the previous year, the decrease being due 
to the partial restoration of salaries and wages cuts 
and to a reduction in selling price by extending the 
period during which the summer price is charged. 

It may be said that New Zealand’s capital city has 
worked out a plan which not only provides milk of 
high nutritive quality, free from disease-producing 
germs, and at a reasonable cost, but has afforded an 
object-lesson worth the attention of those who in 
other countries are seeking a solution of the difficult 
problems of milk-supply. 





PARIS 


(FROM OUR OWN CORRESPONDENT) 


INCREASE OF SYPHILIS IN THE FRENCH ARMY 

DuRInG the past decade there has heen an alarming 
increase in the number of cases of syphilis in the 
French Army. The statistics quoted by Siécle 
Médical for June 15th show that, in the home army, 
the incidence of syphilis has risen from 4-79 per 1000 
in 1924 to 8-71 in 1933. As for the incidence of 
syphilis among French soldiers serving in Morocco, 
20 per 1000 were recognised as suffering from primary 
syphilis, in 1933, the last year for which complete 
statistical data are available. It is a curious and 
inexplicable fact that syphilis is much more frequent 
among soldiers in Morocco than it is in Tunisia, 
although the geographical conditions, as well as the 
terms on which prostitutes and soldiers meet, are 
much the same. The difference is, indeed, so great 
that there is a common saying among colonial troops 
that the Tunisian prostitute represents no risks. 
The high syphilitic rate among colonial troops and 
the rising tide of syphilis in the French army at home 
are two facts connected with each other; for it 
would seem that much of the trouble can be traced 
to the natives of Senegal and Indo-China who, when 
serving in France, patronise the same prostitutes 
as do Frenchmen. The incidence of gonorrhea is 
also much higher among the colonial than among 
the home troops, the figures being 14-29 per 1000 
for the latter and 32-62 per 1000 for the former. 
As far as the natives of North Africa are concerned, 
the incidence of gonorrhea was as high as 66-66 per 
1000 in 1933. The Levant holds the record in this 
respect with 108-09 per 1000. At the other extreme 
is Tunisia with 14-75 per 1000, The problem is dis- 
quieting and has attracted the attention of the 
military authorities. 


FRENCH TUBERCULOSIS STATISTICS 

M. Marcel Moine, statistician to the Comité National 
de Défense contre la Tuberculose, is always worth 
reading. His latest essay, published in Siécle Médical 
for June 15th, is on the connexion which, in his opinion, 
exists between the decline in the mortality from 
tuberculosis and the costly measures taken against 
it. For most of France tuberculosis statistics are 
vitiated, to put it mildly, by the fact that notifica- 
tion of this disease is not compulsory, and by the 
disinclination of many French doctors to call a spade 
a spade when they have to declare the cause of 
death of a patient. In Paris and its immediate 
surroundings, however, the public health authorities 
are better served in this respect, and in the Depart- 
ment of the Seine only some 2 per cent. of all the 
deaths are said to be due to unknown causes. Since 
1895, Paris and its suburbs have changed places in 
the matter of their tuberculosis mortalities, Until 
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1908, Paris was worse off in this respect than its 
suburbs ; but since this year, Paris has enjoyed a 
well-marked decline in its tuberculosis death-rate, 
whereas it rose instead of fell in the suburbs till 
1918. The explanation to this phenomenon is 
probably to be sought in the flight from the capital 
to the suburbs of persons ultimately dying of tuber- 
culosis. Between 1920 and 1926 the tuberculosis 
death-rate ran a practically horizontal line in Paris 
as well as in its suburbs, but since the latter date 
it has pursued a downward course which M. Moine 
seems to think will continue; he anticipates that 
by 1940 the tuberculosis death-rate will have been 
reduced to 120 per 100,000 inhabitants. If this 
forecast is realised, the decline in the tuberculosis 
death-rate should be twice as important in the 
13 years between 1927 and 1940 as it was in the 
25 years since 1906. Though M. Moine is cautious 
enough to leave it to his readers to determine exactly 
how much the declining tuberculosis death-rate is 
connected with the measures adopted against it, 
he gives a hint in what is presumably the right 
direction by publishing a chart showing the behaviour 
of the tuberculosis death-rates in the countries 
which were the first to organise an anti-tuberculosis 
campaign on a systematic footing. 





BUCHAREST 


(FROM OUR OWN CORRESPONDENT) 





TREATMENT OF SYPHILIS 


Dr. Nicolau, professor of dermatology and venero- 
logy at the Bucharest University, read a paper at 
the recent meeting of the Bucharest Interhospital 
Association criticising the present methods of treating 
syphilis. He said that a part of syphilologists— 
chiefly the German school, but also some prominent 
representatives of the French school—favour very 
energetic therapy in order to destroy the organism 
as soon as possible. They give two or three intense 
courses, and some of them are satisfied even with a 
single course. On the other hand, in France the 
majority endeavour to eliminate the risk connected 
with this very active therapy, and they do not 
hasten to kill the spirochete, but try to achieve the 
desired effect by protracting treatment. In his long 
experience of 35 years Prof. Nicolau has come to 
the conclusion that, in general, 4-6 complete courses 
are necessary, if the blood report is constantly nega- 
tive or transitorily and only weakly positive. He 
prefers to allow the interval of 4 weeks’ pause after 
the first course, 5 weeks after the second, and 6 weeks 
after the third; if more are necessary intervals of 
8 weeks should be allowed. Patients have to be 
kept under clinical and serological control for at 
least four years; the blood is analysed every three 
months in the first year, half-yearly in the second, 
and afterwards annually. If treatment cannot be 
carried out with a proper intensity and rigour, from 
whatever cause, or if the serological control was not 
accurate enough, treatment should be extended 
well over the above detailed terms, at any rate in a 
milder form and according to individual needs. 
The nervous system has also to be subjected to a 
scrupulous test; if the cerebro-spinal fluid report 
shows even the slightest change, malarial therapy 
should be applied without any hesitation, and this 
is appropriate even if no considerable neurological 
changes can be diagnosed. Nicolau finishes his 
paper by stating that he does not believe the life- 
long treatment given by many to be justifiable. It 
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makes the patient the slave of the therapy, which 
is morally as well as physically harmful. What the 
syphilitic patient needs throughout his life, he says, 
is not treatment but control. 


COMPULSORY RETIREMENT 


By his pioneer researches in neurology Prof. 
Marinescu’s name is well known all over the world. 
There is scarcely any responsible foreign neurological 
society which would not have honoured him by 
offering him a place among its members. Now he 
is to retire against his will, while in the full possession 
of his mental and bodily vigour, because he has 
reached the age limit prescribed by the law. The 
law permits a postponement of two years, and this 
has been granted to Marinescu, but this time also 
has now expired. Our medical press says that 
although it may be very wise to retire men at a 
certain age limit, giving the place to a newer genera- 
tion, exceptions should be made in special cases. 
Prof. Marinescu has displayed an uncommon teaching 
ability, and his achievements in neurology have 
been so highly valued both here and abroad that it 
seems almost criminal to deprive him of the possi- 
bility of continuing his blessful teaching work. 


DIABETES IN WOMEN 


The female population of Bucharest, according to 
a recent report, is greater than the male by a few 
thousand, the total population being something 
over a million. There are about twice as many 
married women as unmarried, who in their turn 
are four times as many as the widows. In deter- 
mining the relation of the married state to diabetes, 
however, there are some significant changes in these 
proportions. The disease is found to be three times 
as fatal in the married, and twice as fatal in widows 
asin single women. Searching for the cause of this, 
Dr. Munheanu, the statistician, believes that married 
women do not look after their physical health with 
the same degree of care as single women. Having 
to attend their family and their children, they have 
less time and occasion for outdoor sports and pastimes. 
Inasmuch as obesity is prevalent after the age of 
45, and since there is a close relationship between 
obesity and diabetes, these statistics point clearly 
to the need fer a greater emphasis on proper dieting 
for marriei women who have reached middle age. 
In their leisure hours, also, instead of playing cards 
they should play tennis or other outdoor games. 





CONFERENCE ON SOCIAL WORK 





THe third international conference on _ social 
work held in London last week emphasised the 
close connexion that should exist between the doctor 
and all the ramifications of civilised life. Both in 
the general discussions and at the meetings of the 
special commissions, stress was laid on the necessity 
for medical coéperation. 

The Health Commission took as its central theme 
for discussion a masterly paper by Dr. Hazemann, 
Chef du Cabinet de la Santé Publique in France. 
He elaborated, in the form of questions, a philosophy 
of public health as a mediator between man and his 
environment, on the one hand preserving the essential 
individualism of the man, on the other rendering the 
environment a more positive factor in the formation 
of character. He suggested a skeleton organisation 
capable of adaptation to different national customs, 
consisting of health centres, or polyclinics, locally 








ve 


en 


ial 
the 
tor 


the 
ity 


me 
on, 
ce. 
hy 
his 
tial 
the 
ion 
ion 


ms, 
ally 








THE LANCET] 
self-governed and providing the centre of essential 
coéperation between public, private, and insurance 
socio-medical activities; supervision to be by 
regionally appointed representatives of the central 
health authority. He left for discussion the qualities 
and training of the loca] representative of the public 
health service, and also the means by which a positive 
attitude to social psychiatry might be achieved. 
Many of the addresses which followed dealt with the 
success of various nations or organisations in dealing 
with these and other problems. There seemed to 
be general agreement that it should be possible for 
public, private, and insurance work to be done side 
by side, though the danger of overlapping was stressed 
by Dr. Bresky of Czechoslovakia, a country which 
has a highly developed health service, at least half 
of which is based on insurance. The northern 
countries, according to Dr. Mandelin, have advanced 
a long way in the direction of efficiently run State 
services. The German viewpoint, laid down by 
Dr. Denker, represents a new State activity in making 
collective the psychology of the individual. This 
point of view was in a minority in the absence of 
any Italian opinion, but the fervour behind it was 
impressive, although the matter was evidently not 
open to debate. It was unfortunate also that no 
contribution was made by the U.S.S.R. 

Much discussion also centred around the local 
health -official, called variously “‘ polyvalent nurse,” 
“health visitor,’ ‘“‘ social worker,”’ and so on; the 


PUBLIC 


Projected Developments at L.C.C. Hospitals 


New buildings at Lambeth Hospital.—The provision 
of a new building to accommodate a mortuary, 
group laboratory, biochemical laboratory, and stores 
at the cost of £30,000 was recommended to the 
L.C.C. by its Hospitals and Medical Services Com- 
mittee on July 2lst. The work at the laboratory 
has rapidly increased in recent years and a biochemical 
laboratory is also essential for the conduct of patho- 
logical work in connexion with the investigation 
of nutritional and certain other diseases. Special 
units have been established in some of the Council’s 
hospitals for their treatment and need is indicated for 
the provision of further facilities—e.g., the opening 
of metabolic wards. The concentration of the more 
important biochemical work in a central laboratory 
will provide facilities for carrying out the necessary 
investigations. 

Staffing of maternity units—Having regard to 
the practical experience of the last five years in 
connexion with the staffing of the maternity and 
gynecological units at the Council’s general hospitals, 
the committee also recommended that certain arrange- 
ments should be adopted experimentally for a year 
for the supervision and control of the units at four 
selected hospitals where the largest number of cases 
is dealt with. At present the work at these units is in 
charge of a senior assistant medical officer, grade IT., 
in each case, the services of obstetric and gyn«co- 
logical consultants being, in addition, available, as 
required, under the consultant scheme. It is proposed, 
instead, that the experiment should be tried of 
appointing two part-time obstetricians and gynzco- 
logists who would, subject to the administrative 
control and supervision of the medical superintendent, 
be responsible for the whole of the obstetric and 
gynecological work at the two hospitals to which 
each would be attached and would for that purpose 
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only point of agreement being the difficulty of finding 
a person with a sufficiently broad training. 

There was a strong minority opinion, however, 
which held that in providing highly organised sterilisa- 
tion of the physical environment of the individual, 
there was an increasing danger of sterilising also the 
mental environment, defeating the good intentions ; 
that health and disease should not be considered 
together, nor should those working to promote the 
former be sought for among the ranks of those working 
to cure or prevent the latter. This opinion was 
ably expressed by Dr. G. Scott Williamson (Britain) 
and, in many lively interruptions, by Pére Charles 
(Belgium); many people, both speakers and non- 
speakers, were evidently inclined to this view, and 
agreed also with their condemnation of the terms 
health centre and health visitor as applied to poly- 
clinic and nurse; much of the fruitless discussion 
about the qualifications of the latter would be beside 
the point if facilities for information and advice 
about the minor troubles, which all agreed to be the 
precursors of distress, were available at proper health 
or community centres. 

A pregnant remark made during the conference 
was that as social work became more and 
more successful in attaining its object, the social 
worker would be less and less required. This 
dictum is essentially a plea, not for apathy and 
idleness, but for a more biological philosophy in 
human affairs. 


HEALTH 


be required to visit these hospitals daily, including 
Sundays, if necessary, and as required. The remunera- 
tion proposed is £800 a year. For the existing positions 
of senior assistant medical officer would be sub- 
stituted lower positions. Certain of the sessions 
provided for under the consultant scheme would no 
longer be required at the four hospitals but the services 
of consultants under the scheme would be available 
to them if required in cases of special difficulty. 

Dental services at general hospitals.—As the result 
of a survey by the consulting dental surgeon of 
the facilities available for dental treatment at the 
general hospitals, the committee are satisfied that 
improvements are necessary. They propose that 
a whole-time dental surgeon should be employed at 
each of two general hospitals, St. Alfeges and 
St. Stephen’s, in the first instance for a period of 
twelve months, after which the question of further 
development should be considered. Dental surgeons 
are at present employed for a total of six sessions 
a week at these hospitals, and these sessions will be 
utilised at other hospitals at which the existing 
dental arrangements are inadequate. The services 
of a staff nurse for attendance on the dental surgeon 
and an anesthetist for not more than one session 
a week will be required at each of the hospitals 
mentioned. Dental X ray apparatus will be required 
at each of the two hospitals in view of the large number 
of patients to be examined. 

Dietaries of patients with chronic eye disease. 
The committee are advised that many cases of chronic 
eye disease at White Oak Hospital would recover 
more quickly if they were put on a special diet of a 
ketogenic type, containing more fats and less carbo- 
hydrates than the normal diet, and ask that permission 
should be given for the ordinary diet to be varied 
for a trial period of twelve months at an estimated 
cost of approximately 2s. a head a week more than that 
of the existing diet. 
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BRITISH MEDICAL ASSOCIATION 
MEETING AT OXFORD 


PROCEEDINGS OF THE REPRESENTATIVE BODY 


THe Representative Meeting opened at Oxford 
on July 17th with Mr. H. 8. Sourrar in the chair. 
After the formal acceptance of the return of the 
representatives the conference warmly applauded a 
telegram sent on its behalf by the chairman to the 
King congratulating him on his narrow escape. 

Prof. R. J. JoHNSTONE (Belfast) was elected 
president for 1937-38 and Dr. ARNOLD LYNDON and 
Dr. C. E. Doveias were elected vice-presidents. 
Lord NUFFIELD was elected an honorary member 
of the Association. 


Domestic Business 


The committees were then considered. In surveying 
the statement of account the treasurer, Mr. BisHop 
HARMAN, drew attention to the large item of 
expenditure (£3488) incurred in opposing the osteo- 
paths’ bill. The meeting agreed with him that the 
education of the public and our legislators in this 
matter had been cheap at the price and had been 
essential for the protection of the public as well as 
of the profession. The council had already under- 
taken work suggested in a motion—namely, that 
they should investigate the possibility of better 
area organisation within the Association. Neverthe- 
less Dr. A. Batprte (Kensington) proposed the 
motion. His particular reason for doing so was that 
numbers of medical men employed by the London 
County Council felt the need for closer coéperation 
between members in the metropolitan area. Other 
heartfelt local problems such as the Llanelly dispute 
and the relation of the public medical services to the 
general practitioners in certain districts were 
mentioned by speakers as occasions where the 
Association had felt the need of additional strength. 
The local secretaries were limited in their influence 
by the temporary nature of their appointment, 
pressure of work, and the very fact that they were 
in the midst of a dispute. On the other hand, the 
general secretary could not be saddled with addi- 
tional work. The appointment of some permanent 
officials, perhaps at the central office, to concern them- 
selves expressly with district affairs was suggested. 
The motion was supported by Dr. C. F. G. Scort, 
Sir Henry BracKenBurRY, Dr. H. STRATFORD, and, 
with reservations about the expense involved, by the 
chairman of council, Dr. E. K. Le Friemine. It 
was agreed. South-West Wales proposed that 
owing to the special problems in medical practice 
in Wales the council should consider the advisability 
of appointing a separate secretary for Wales with 
an office at a convenient centre in the principality. 
This also was agreed and the chairman of the 
organising committee explained that a similar appoint- 
ment, a paid organiser for the metropolitan area, 
was being made as an experiment. 

The reduction of subscription to the B.M.A. for 
retired practitioners had been referred to the council 
last year by the Representative Meeting. The council’s 
decision against such reduction brought forth an 
animated debate. East Kent asked the council to 
reconsider its decision. In their area the retired 
members numbered 300—about a quarter of the 
total number of doctors there. For the sake of 
obtaining a higher percentage of membership he 
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thought the association might offer the retired 
practitioner a cheaper rate or possibly honorary 
membership without the journal. Dr. Howrte Woop 
believed the retired man to be more interested in 
the B.M.J. Supplement and would be willing to 
forego the journal. After a series of speakers had 
pointed out that the Association might be strengthened 
by a greater membership and others that many 
medical men on retirement wanted to drop out of 
affairs the treasurer replied. He said it was a hard 
fact that the Association would not be strengthened 
by including the membership of retired members. 
(Cries of No, No.) He admitted the strong senti- 
mental appeal of the subject but, in spite of this, 
inquiries had shown that the retired members wanted 
to be retired. (Louder cries of No.) The chairman 
of council suggested that a questionnaire issued to 
retired men might offer some practical sciution to the 
problem. He had heard of occasions when the vote 
on a practical matter at a B.M.A. meeting had been 
upset by the retired members; their participation 
in affairs was not necessarily all to the good. He 
also felt sympathy for the retired man. Nevertheless 
he considered that the practical difficulties of defining 
“retirement ”’ and the financial loss which a reduced 
subscription would mean outweighed the benefits 
of increased membership. If the Representative 
Meeting insisted on referring the matter back to the 
council the experiment of reducing the subscriptions 
might have to be made. The chairman of the 
organising committee stated that a reduction of 
subscription would be disproportionate to the small 
saving which might be achieved by not sending the 
journal to retired members. East Kent’s amend- 
ment that the subject be referred back to the council 
was lost by 89 votes to 86. The council’s recom- 
mendation was then accepted positively by a fresh 
vote. 


Against Chemical Warfare 


Dr. A. T. Jones (North Glamorgan and Brecknock) 
moved— 


That the Representative Body is of opinion that any 
protective measures for the general population against 
chemical warfare can only be very imperfect and 
inadequate. Inasmuch as chemical warfare will cause 
untold suffering and impairment of health, physically 
and mentally, together with destruction of life, it should 
be proclaimed illegal. In the interests of humanity 
(and in order to save civilisation from utter destruction) 
the British Medical Association should take the initiative, 
with a view to securing the codéperation of the medical 
profession of all countries in order to prohibit the manu- 
facture of poison gas. 


He spoke, not as a pacifist nor as a politician, to 
urge scientists to take international action. The 
politicians were failing or had failed and it was time 
that science, whose benefits were accepted unquestion- 
ably as international, should come to the rescue. 
He pointed out the paradoxical situation that medical 
men trained to heal should acquiesce in the wholesale 
unscrewing of cylinders of poison gas. He suggested 
that a committee of medical and other scientific 
men should be set up to meet similar ones in other 
countries. Each speaker and the whole meeting 
agreed that poison gas should not be used in warfare, 
but various points of Dr. Jones’s motion were seized 
upon by many speakers. Dr. A. B. Murray feared 
unilateral action on the part of Great Britain and 
considered the B.M.A. impotent to influence foreign 
powers. Dr. H. D. WooprRorre reminded the meeting 
that 35 nations had accepted the principle of the 
illegality of gas warfare and yet one of them had used 
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it recently. It was impossible to prohibit the manu- 
facture of poison gases as they were used extensively 
in commerce. Chlorine was used for bleaching and 
mustard gas in making artificial silk stockings. 
He had learnt from the Home Office that the pro- 
visions against gas attack were by no means inade- 
quate or incomplete and that the British respirator 
was 100 per cent. efficient against any gas that might 
be used in war. Dr. E. Casson was in favour of 
setting up a committee in England to study the 
prevention of war. She said that there was one in 
Holland already. In view of the impracticability 
of preventing the manufacture of poison gas Sir 
HENRY BRACKENBURY hoped the Association would 
not attempt to do so. Dr. 8. Wanp (Birmingham) 
considered that the motion would at least achieve 
something since it would be put before the world 
by the lay press. This was indeed so: the discussion 
had by then taken so long that its beginning was 
already in the papers. Successive amendments 
and fresh resolutions had failed to meet the require- 
ments of the meeting and the protracted debate 
caused Dr. D. O. TWINING to quote a cynic’s classifica- 
tion of doctors: the young ones killed their patients 
but the old ones let them die. He felt that however 
young the representatives had been at the outset 
they should be old enough by then to let the motion 
die. Mr. McApam Ecctes then suggested substituting 
for the original motion the words :— 

That this meeting condemns unreservedly the use of 
poison gas in warfare as inhuman in its results and degrad- 
ing to civilisation and relies upon the council to do every- 
thing in its power with a view to securing the coéperation 
of the medical profession of all countries in order to 
prohibit the use of poison gas. 


The new motion satisfied the meeting and was carried 
unanimously. 


The Medical Aspects of Abortion 


Before the report of the committee on the Medical 
Aspects of Abortion! could be adopted, in accordance 
with the proposal of the vice-chairman (Dr. R. G. 
GORDON), a hurdle provided by Marylebone had to be 
got over. Marylebone proposed that the committee 
be thanked for their diligence but wished the report 
to be filed. They did not approve of the publication 
of the report nor of its distribution under the authority 
of the B.M.A. Dr. C. O. HawTHorRNE (Marylebone) 
feared that the report might be quoted as an official 
pronouncement and that a practitioner failing to 
satisfy them would risk running counter to opinion 
in the profession and the law courts. He argued that 
authoritative opinion should not define for prac- 
titioners what was appropriate and orthodox. The 
doctor’s liberty of judgment should be limited by 
his personal responsibility and the law. The report 
suggested that a doctor attending a woman whom he 
suspects has been submitted to criminal abortion 
should ask her leave to inform the police. The doctor 
should not be a judge of morals, a police detective, 
hor a person to accept hearsay evidence. Dr. Haw- 
thorne considered the therapeutic section incomplete 
and the reference to professional secrecy barren. 
He had been amazed by two signatures to the report, 
one of an ophthalmic and the other of a general 
surgeon, who could not be supposed to be interested 
in the rare indication for therapeutic abortion. 
Dame Louise McILrRoy said the report implied that 
the law on abortion was too ill-defined for the prac- 
titioner to know where he stood. She herself had never 
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found any irksomeness from the present law ; indeed, 
it had sometimes been her defence when she had 
been asked to procure abortion for trivial reasons. 
If the law were altered we might reach the conditions 
in Russia with its surgeons and hospitals licensed 
for the procuring of abortion. In Moscow there were 
15,000 abortions a year; although the maternal 
mortality there was lessened the health of the women 
was causing sufficient anxiety to cause broadcast 
propaganda against abortion.* She considered that 
more provision and greater courage on the part 
of the doctors were needed in the voluntary hospitals 
to deal with cases of abortion. Dr. H. G. DAIn also 
supported the Marylebone motion. Although the 
report mentioned the uncompromising wording of 
the law, he had failed to find any doctor who in the 
practice of therapeutic abortion had been put 
in a difficult position by the law; nor had the 
medical defence societies ever been called on to 
defend such a case. Even if the law were altered 
the ultimate responsibility of the doctor would 
remain. The doctor’s defence lay in second opinions 
but Dr. Dain was opposed to the setting up of a 
special list of doctors and to standard sets of reasons 
for therapeutic abortion. Dr. J. A. Brown thought 
the report admitted itself to be unnecessary when it 
stated that each case had to be judged on its merits. 
As the report had already been published in order 
to submit it to the Association’s members the chairman 
of the council asked Dr. Hawthorne whether he 
would allow an alteration in the Marylebone motion. 
Might the disapproval be expressed only for “ further ” 
publication. Dr. HawTHorne said it might be 
argued whether the report had been published. He 
did object to its publication and he wished to see it 
decently buried in the archives of the B.M.A. 

Sir Ewen MACLEAN was sure that for fear of the 
law many medical men to-day declined to induce 
abortion on women whose state of health demanded 
it. Septic abortion was rife and on the increase. 
The report, he said, was of outstanding merit. Dr. A. 
BEAUCHAMP regretted that the committee had been 
unable to say more about spontaneous abortion. 
He thought it was unlikely that the section on 
therapeutic abortion would be accepted as absolute, 
since the report on fractures had not been. The 
report mentioned the striking frequency of abortion 
among married women and anyone with experience 
of industrial practice would endorse that. Surely 
this meant that those women were ignorant of suit- 
able methods of birth control. To some extent 
abortion and contraceptives were alternatives. Prof. 
R. Picken drew attention to the labour undertaken 
by the committee. If this report were rejected 
difficulties might occur in finding expert help for 
other scientific reports. He did not think that the 
rulings in the report could be used in a courtof law, 
since the report stated clearly that its pronounce- 
ments were only tentative and open to discussion. 
Mr. Bishop HARMAN compared the report with its 
fellows. Those on fractures and on ophthalmia 
neonatorum had done much good work. The 
Association had even tackled psychotherapy and 
mental deficiency and many years ago that burning 
question of chloroform. That day they had accepted 
the report on physical education containing statements 
to make people sit up. He suggested Dr. Hawthorne 
wanted to prevent the conception of clinical ideas. 

In concluding a long debate Dr. GorRDON explained 


* The widespread practice of abortion has now been discon- 
tinued in the Soviet Union. From the beginning of this month 
it has been permissible only when definitely required on medical 
grounds.— Eb. L. 
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some of the points which had been raised. The two 
members of the committee referred to by Dr. Haw- 
thorne had been there to introduce a balance of 
common sense inte the deliberation of specialists. 
The report had been asked for by the representative 
meeting against the wishes of the council. The 
terms of reference had been limited and the committee 
had tried to keep within them. Far from being an 
attempt to dictate to the profession, the report had 
tried to present thoughts on the subject for the 
consideration of the practitioner. It had only been 
presented after mature consideration. It dealt with 
the very serious problem of criminal abortion. The 
suggestion that the doctor might seek the permission 
of the woman to inform the police of the abortion 
was made because who else was to do it? The 
criminal abortionist was a danger to health and as 
citizens the doctor shouid try to prevent the crime. 

The meeting agreed with Marylebone that the 
committee should be thanked and that the report 
should be filed by the Association. On the other 
points it disagreed and resolved that the report 
be published in pamphlet form in accordance with 
the usual custom adopted for reports of special 
committees. 

Public Medical Services 


The recommendations in the report of the Medico- 
Political Committee, whose adoption was moyed 
by its chairman, Dr. Bonz, limited public medical 
services to patients (and their dependants) whose 
income was less than £250 per annum. Two motions 
proposed that a provision should be made to include 
patients with a higher income, one made by Dr. F. 
Gray because he considered circumstances in some 
localities to demand it, and the other by Dr. BaLpIz 
because similar schemes were already being drawn 
up by corporations and insurance bodies. Sir HENRY 
BRACKENBURY opposed any provision for local 
differences, arguing that they might spread to other 
areas and that they were opposed to the present 
B.M.A. policy. The meeting resolved that the 
council should be asked to consider revising its 
model scheme for Public Medical Services in order to 
provide for the inclusion of subscribers with an 
income greater than £250 per annum. 


Insurance Problems 


In order to avoid an awkward predicament in 
which doctors sometimes found themselves, the 
chairman of the Medico-Political Committee moved : 

That where any medical certificate is required by an 
insurance company in the case of a deceased patient 
not previously examined for life insurance such certificate 
should not be furnished without the previous consent oi 
the nearest competent relative and that a fee of at least 
10s. 6d. should be paid by the insurance company for 
any such certificate. 


Dr. E. Warp explained that sometimes an insurance 
agent, in order to increase his book, took on a sick 
patient and that if the patient soon died the insurance 
company sometimes tried to avoid paying up. The 
doctor was asked to say that at the time of insurance 
the patient was already suffering from the illness 
from which he died. An amendment proposed that 
the doctor should refuse to give a certificate in those 
circumstances, but it was felt that that would be 
unfair to the patient’s relatives, since the company 
might refuse to pay the benefit. Dr. Bone said 
the wise doctor would give the. certificate in his 
patient’s favour if he honestly could or if he could not 
he should refuse to give the certificate. The motion 
was adopted. 
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A motion was proposed by Dr. D. D. MAcKINTOsH 
that a medical man, when called upon to visit and 
report on a workman’s compensation and accident 
case, should not report on such a case without first 
meeting in consultation the usual medical attendant 
of the patient, and that the latter should be paid 
a fee of not less than one guinea by the insurance 
company at such a consultation. This, he said, 
was the custom of the more enlightened insurance 
companies. The meeting decided on hearing from 
Mr. McApam Ecctes of the fine distinctions between 
workmen’s compensation and other kinds of accidents 
that the motion should be referred to the council 
for consideration. 

Dr. F. H. ALEXANDER was supported by Dr. E. H. 
SNELL and Dr. Bone in tackling the problem of 
insufficient mortuary and post-mortem room accom- 
modation. Dr. BonE pointed out that little could 
be done without more specific knowledge of the 
needs. At his suggestion the problem was referred 
to the council. 


Representation of Profession on Local 
Authorities and in Parliament 


The chairman of the Medico-Political Committee 
proposed a motion urging medical practitioners to 
seek election to local authorities. This, he said, was 
part of the B.M.A. policy. Several speakers con- 
curred that the candidate should offer himself as a 
citizen not as a representative of the B.M.A. Dr. W. 
ASTEN pointed out that to many people the letters 
B.M.A. meant “trade union’’ and Dr. Mapie also 
felt that a B.M.A. candidate would be suspected of 
having an axe to grind. Dr. Warp deplored the 
fact that many doctors now serving on local councils 
opposed professional interests in loyalty to their 
party. Finally the meeting agreed that divisions 
should be urged “to encourage members of the 
Association to interest themselves in local politics 
and to offer themselves as candidates through the 
recognised machinery of the area” and “to maintain 
the closest contact with the medical members of 
local authorities, and continually to keep them 
informed of the views of the division on matters 
before lecal authorities.” The chairman of the 
Medico-Political Committee put forward the recom- 
mendation of corucil : 

That with a view to ensuring the presentation to 
Parliament of expert medical opinion on matters relating 
to the health of the community or involving the welfare 
of the medical profession the Representative Body approve 
the principle of securing the services of a member of 
Parliament intimately acquainted with the aims and 
policy of the British Medical Associatior.. 


The treasurer foresaw considerable difficulties in 
putting the principle into practice. What, for 
instance, would happen when their M.P. lost his 
seat ? Dr. DAIN mentioned that in the past attempts 
to use the Association’s Parliamentary Election Fund 
had met with little success. The Association needed 
to have its problems better stated and better under- 
stood by M.P.’s. The help which the Parliamentary 
Medical Committee kindly gave the B.M.A. was not 
sufficient to carry out their needs. He thought the 
Association should chose a medical M.P., rather than 
support a candidate who could be relied on to promote 
expert medical opinion and B.M.A. policy in the 
House. He believed that an M.P. lost none of his 
standing by being associated with an organised body. 
Most other professions and occupations had greater 
representation than the doctors. Sir FARQUHAR 
Buzzarp feared that if the B.M.A. were officially 
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represented in the ‘House of Commons their present 
influence with the Ministry of Health might be 
diminished. Although the university constituencies 
tended more and more to be represented by scientific 
opinion he felt sure they would resent a B.M.A. 
candidate. Dr. E. R. C. WALKER thought that the 
affairs of State would in the future be more directed 
by the Government and that the B.M.A. was fortunate 
to be able to implement its policy through the 
Ministry of Health. Dr. Warp said he failed to 
see how the possession of a representative in the 
House would interfere with the Association’s relation 
with the Ministries. Mr. McApam Eccizs considered 
that although the work of Parliament could be 
influenced by pressure through the Ministries the 
B.M.A. could do more by direct action if it had its 
own M.P. The meeting then approved by 79 votes 
to 66 the principle of securing the services of an 
M.P. The ways and means open to the Association 
to secure this end and their propriety were the 
subjects of further discussion. Sir Henry BRACKEN- 
BURY gave two examples of ways in which a member 
of Parliament might be appointed as an official of 
an organised body. The National Union of Teachers 
supported the candidature of at least three teachers 
who resigned their teaching appointment on entering 
Parliament. In scme cases, he said, the local 
authority in whose service they had been under- 
took to reinstate them in their old posts when they 
ceased to be members of Parliament; in others 
when the local educational authority did not feel 
inclined to do this the National Union of Teachers 
undertook to find posts for them without sacrifice 
of salary. The pharmacists paid a member of 
Parliament a small sum per annum to act as their 
Parliamentary secretary. There could be no doubt 
that it would be legal for the British Medical Associa- 
tion to act similarly and the payment of a small 
sum to a person already elected to Parliament was 
a simple and inexpensive method. These two 
methods were before the Representative Body. 


Circular Letters : Patent Medicines : 
Anesthetist’s Fees 


Dr. N. E. WATERFIELD, chairman of the Ethical 
Committee, moved the adoption of the report of the 
committee over which he presides. He asked 
representatives to see that their divisions adopted 
the “binding” resolutions of the council. One 
of these resolutions dealt with the subject of circular 
letters sent by doctors to inform their patients 
of change of address or surgery hours. It also 
mentioned (to condemn) the use of the lay press 
for these among other purposes. The motion led 
to much discussion. The meeting agreed that 
such circulars might be issued if in envelopes and 
confined to persons whose names were on the books 
of the practice and who were not known to have 
transferred to another practitioner. 

Dr. H. B. DoDWELL proposed : 


That the Representative Body places on record its 
disappointment that successive British Governments have 
made no attempt to control the advertisement and sale 
of patent medicines. 


Dr. DopwEL. stated that Great Britain alone 
of the foremost nations had no provision against 
the sale of patent medicines. Dr. Bone reminded 
the meeting that the Parliamentary Committee 
which sat years ago had had two representatives 
from the P.M.A., but newspaper and trade interests 
had been more strongly represented. The Bill 
had been so whittled away that it would have served 
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small purpose had it not been counted out. He 
urged the meeting to express its disapproval of the 
present position by adopting the motion, which it 
did with acclamation. 

The scale of fees for anesthetics given in the 
Dental Benefit Regulations allowed a smaller fee 
to dentists giving an anesthetic than a doctor usually 
received. Under the present regulations the approved 
societies had pgwer to withhold dental benefit from 
their members if the fee of the doctor for a dental 
anesthetic exceeded that allowed under the 
regulations. In a motion proposed by Dr. A. H. 
MACKLIN and seconded by Dr. WALKER and adopted 
by the Representative Body, strong condemnation 
of the Dental Benefit Regulations was expressed. 


National Maternity Service 


The chairman of the Public Health Committee 
moved that the council’s memorandum regarding a 
national maternity service should be approved. 
He said the information had been culled from many 
authoritative sources. Although the report had not 
been unanimous a considerable majority had been con- 
vinced that the B.M.A. policy and the memorandum 
were right. Sir Henry BrackEenBuRY appealed 
for the acceptance of the B.M.A. policy. He said 
the Association had not opposed the Midwives Bill 
but it had represented to the Minister of Health and 
Parliament that the Bill alone was insufficient, and 
that the Ministry of Health and Parliament would 
rest content and not proceed immediately to the 
initiation of a really national scheme for maternity 
service such as the Association desired. It might be 
more easy for a local authority, having got this whole- 
time body of midwives, and having the power to appoint 
specialists, to use those midwives and specialists for 
the whole of the maternity work of the locality, and 
exclude the medical practitioner altogether. That 
would not be in the interests of the general practi- 
tioner or in the interests of the prospective mother. 
The public had been misled, although with the best 
intentions, by a number of eminent versons in this 
matter, and he wished the profession would educate 
the public on five points. The public had been led 
to believe that maternal mortality was very high in 
this country and was a disgrace to the nation; but 
if strictly comparable statistics were taken Great 
Britain could be shown to have one of the lowest 
maternal mortality-rates in the world. The public 
had been led to believe that extra care could reduce 
the maternal mortality by one-half; it was possible 
that this was true on an average but not if applied 
locally. Doubt had been expressed that a doctor 
who saw only a few obstetric cases was competent 
to deal with them. The public overlooked the fact 
that training in the science of medicine, its principles 
and its methods, enabled doctors to treat satis- 
factorily even the less common conditions; he did 
not need himself to have seen a large number of 
cases of every kind in order to be able to deal with 
a particular case when he was presented with it. 
Domiciliary attendance was falsely believed to be 
dangerous ; wherever statistical evidence was avail- 
able the domiciliary treatment of normal or almost 
normal cases was shown to be safer than in a hospital. 
The underlying fallacy was that maternity could be 
put into separate compartments and a period of 
ten months in a woman’s health history be considered 
without reference to the rest. Sir Henry considered 
that every woman should be able to be attended by 
the general practitioner of her choice; he should 
have such ancillary help as he considered necessary. 
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A properly trained midwife or nurse should be avail- 
able to attend to the patient; there should be 
adequate hospital accommodation for suitable cases ; 
the woman should be able to obtain sufficient help 
at her home while she was laid up. Sir Henry’s 
speech was greeted with loud applause. Dame 
Louise McI.roy then took up the cudgels. She said 
that 40 or 50 years ago the general practitioners 
delivered all the babies. In spite of the introduction 
of midwives and greater hospital accommodation 
the maternal mortality had hardly fallen, and there 
were even indications in the last five years that deaths 
from eclampsia were increasing. In the old days 
the practitioner felt responsible for his patient. 
She considered that with the setting up of clinics 
the patients lacked continuity in antenatal care, 
proper medical examination, and proper attendance. 
No one person was responsible. Fear added to the 
patient’s difficulties and to that of the practitioner 
whose self-confidence, a valuable asset, was being 
sapped by the fear that was being expressed of 
his competence. If some of the money to be 
spent on a midwife service were used to give refresher 
courses to practitioners and to make grants to help 
them to take the courses the maternal mortality 
might be reduced. 


Dr. H.W. Poo_er thought that a specialist obstetric 
service was unworkable as the specialists would have 
to be scattered fairly far apart. Only the general 
practitioner would be on the spot in emergencies, 
and he would have little clinical practice if he did 
not get the experience he had in former years. 


The Association’s memorandum on the National 
Maternity Service was adopted by a unanimous 
vote. 


MEDICAL BOOKS AND MANUSCRIPTS AT 
THE BODLEIAN LIBRARY 


AN exhibition of medical books and manuscripts 
arranged in the Bodleian Library is chiefly concerned 
with the progress of medical studies at Oxford from 
the beginning of the fourteenth century. The earliest 
statutes of the Faculty of Medicine are contained in 
the Chancellor’s Register, written between 1325 and 
1350. This and two other registers are lent from the 
university archives. With the Chancellor’s Register 
are some of the chief medical text-books prescribed 
by the statutes—the Liber Tegni of Galen, the 
Aphorisms of Hippocrates, the Liber Febrium of 
Isaac Judaeus, and the Antidotarium of Nicolaus 
Salernitanus. The copy exhibited of the Antido- 
tarium, a collection of formule for compound medi- 
cines, was owned in the fifteenth century by Thomas 
Bokett, D.M. of Merton College. There are also a 
manuscript of the Rosa Anglica of John of Gaddesden 
(d. 1361), an Oxford physician whose best known 
cure was effected on a son of Edward I. by wrapping 
him in red cloth when he was suffering from small- 
pox; and a manuscript of the Aphorisms of Hippo- 
crates written and bound for Gilbert Kymer, D.M., 
who was Chancellor of the University from 1446 to 
1453. 

The most distinguished Oxford medical man of 
the sixteenth century was Thomas Linacre. The 
copy of his translation of Galen’s De temperamentis 
(Cambridge, 1521) displayed is printed on vellum, 
and once belonged to Cuthbert Tonstal, Bishop of 
London. With it is Linacre’s De emendata structura 
Latini sermonis libri sex (1524), a work on Latin 
syntax so deeply learned that Erasmus hoped its 
author might live long enough to distinguish rightly 
the eight parts of speech. Unfortunately there is 
no document to represent the foundation of the regius 
professorship except the University Register which 
records the “ supplicat " of John Warner, later the 
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first regius professor, to be admitted to the degree 
of B.M. in 1526, 

In the seventeenth century some of the greatest 
names in medical history were those of Oxford men— 
William Harvey, Thomas Willis, John Mayow, 
Thomas Sydenham, and Richard Lower. The first 
edition of the De motu cordis (1628) is on view with 
an autograph letter in which Harvey refers to the 
devastated condition of Europe in 1631. There are 
also autograph letters of Willis,and the best known 
of his works on nervous diseases; various works of 
Sydenham, and a manuscript containing the notes 
of John Locke, the philosopher, taken down at his 
lectures. The most important of Mayow’s works 
were the Tractatus duo (1669) and the Tractatus 
quinque (1674) which, however, contain much less 
originality than was once claimed for them. Lower’s 
principal book was his Tractatus de corde (1669) in 
which he was the first to describe the experiment 
of the transfusion of blood. 

The last part of the exhibition is devoted to the 
foundation and development of the Oxford medical 
school, and is associated with the names of the five 
regius professors, John Kidd, James Adey Ogle, 
Sir Henry Acland, Sir John Burdon-Sanderson, and 
Sir William Osler. The most interesting of these 
are perhaps the manuscript of Acland’s first lecture 
The bodily nature of man (1845) ; his letters to Richard 
Owen respecting the controversy with Huxley about 
the brain of man and the higher apes; and an auto- 
graph draft of his letter to Queen Victoria when he 
resigned his professorship in 1894. There are also 
exhibited some of the earliest medical manuscripts 
and herbals possessed by the Library. The exhibition 
will remain open till July 25th. 








INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
JULY LITH, 1936 

Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 
0; scarlet fever, 1529; diphtheria, 808; enteric 
fever, 39; pneumonia (primary or influenzal), 493 ; 
puerperal fever, 47 (last week 27); puerperal pyrexia, 
135; cerebro-spinal fever, 19; acute poliomyelitis, 
10 (last week 4); encephalitis lethargica, 5; dysen- 
tery, 49 (last week 12); ophthalmia neonatorum, 
92. No case of cholera, plague, or typhus fever was 
notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on July 17th was 3486, which included: Scarlet 
fever, 945; diphtheria, 702; measles, 743; whooping-cough, 
481; puerperal fever, 11 mothers (plus 5 babies); encephalitis 
lethargica, 286; poliomyelitis, 0. At St. Margaret’s Hospital 
there were 25 babies (plus 12 mothers) with ephthaaie 
neonatorum. 

Deaths.—In 122 great towns, including London, 
there was no death from small-pox or from enteric 
fever, 22 (6) from measles, 1 (0) from scarlet fever, 
25 (2) from whooping-cough, 17 (4) from diphtheria, 
27 (10) from diarrhoea and enteritis under two years, 
and 16 (2) from influenza. The figures in parentheses 
are those for London itself. 

Hull reported 6 deaths from measles, Norwich 3, and 
Birmingham 2. Deaths from diphtheria were reported from 
eight great towns, 3 each from Liverpool and Sheffield and 
2 from Birmingham. Sheffield and Birmingham had each 4 
deaths from whooping-cough. From diarrhea and enteritis 
under two years there were 3 deaths at Sunderland and 2 each 
at Salford, Leeds, and Liverpool. 

The number of stillbirths notified during the week 
was 260 (corresponding to a rate of 38 per 1000 
total births), including 46 in London. 


St. Mary’s Hospitat, Lonpon.—The Duchess 
of York, president of this hospital, has consented to 
open its new nurses’ home on Nov. 18th. The home 
will accommodate 210 members of the nursing and 
domestic staff and the cost of erection and equipment 
has been about £85,000. 
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GRAINS 





AND SCRUPLES 





Under this heading will appear week by week during the summer the unfettered 
thoughts of doctors in various occupations. Each contributor will be responsible 
for the section for a month; his name can be seen later in the half-yearly indez. 


FROM A WEST-COUNTRY PRACTITIONER 


STALENESS is the bugbear of general practice I 
have yet to meet the G.P. who, with the best will 
in the world, does not get stale at times. At the 
end of a long winter or spring, especially if there 
has been an epidemic or two to contend with, stale- 
ness is most apt to appear and it is at that time that 
we all make our grosser blunders, not only in diagnosis, 
but also, being !ess able than usual to suffer fools 
gladly, in our menagement of persons. The obvious, 
though not always attainable, remedy for staleness 
is a holiday and it is odd how most of us grudge 
ourselves adequate holidays. Our way of living is 
perhaps more exacting than that of any other pro- 
fession and yet we tend to take far fewer holidays 
than other professional men ; and when we do take 
them, too often they are not restful ones. I call 
to mind a surgical friend of mine, a man full of 
competence and bustling energy, who always looks 
pale and haggard. He never rests. The only time 
I ever saw him look really well was when just 
convalescent after an acute infectious illness, but the 
subsequent holiday, taken to “set him up” and 
spent playing strenuous games all day and dancing 
all night, soon restored the customary wanness 
to his countenance. Though not denying that the 
consultant also may get stale at times, I submit that 
he should do so less frequently than the G.P. For 
one thing hs has fewer exhausting “ chronics”’ to 
deal with and, moreover, those that he has he sees 
at longer intervals. For another, he has the stimulus 
of being called in to help or advise when somebody 
else has failed or is stumped. Thirdly, he often has 
to teach, which keeps him up to the mark, especially 
when he has to face critical audiences of students 
or post-graduates. There is no doubt that teaching 
and being taught are great antidotes to medical 
boredom and herein lies perhaps the greatest value 
of medical societies. Far more papers ought to 
be read at medical society meetings by G.P.’s who 
have made hobbies of certain diseases. At present 
there is a tendency for the G.P. always to sit at the 
feet of the consultant; the position might more 
often be reversed with advantage to both. Another 
valuable antidote to boredom is the making and 
collating of case-notes. By so doing one can check 
one’s “ impressions,’’ which are notoriously fallacious ; 
or, again, one can experiment with new remedies 
or, at least, remedies which one has not properly 
tried out before. But when all is said, there remains 
that most potent of all sources of staleness: the 
recurring drudgery of seeing ‘‘ chronics.”’ By 
chronics I do not merely mean patients who are 
psychologically ill-adjusted in some unalterable way. 
I am thinking rather, for example, of the chronic 
osteo-arthritic on whom everything has been tried 
from aspirin to balneotherapy, from dental extraction 
to colonic lavage, to say nothing of osteopathy, and 
who, despite everything, remains a permanent and 
literally painful reproach to therapeutics. Are other 
doctors’ chronics as trying as one’s own? I am 
inclined to think not or, at any rate, not at first, 
judging from my experiences as a locum. Perhaps 
if we could have a general post of all chronics say 
once every half-year, things might be better. I 





am sure that the relief felt by some of mine, if they 
thought they were going to see somebody else next 
time, would have a definite therapeutic value. 


* * * 


The begetting of illegitimate children, however 
deplorable from a religious or social standpoint, 
has a rational basis. In the days before old age 
pensions the only provision that a farm hand could 
make for his old age was to breed a family who would 
look after him and his wife when they were past work. 
There was a_ reciprocal economic responsibility 
between a man and his children. He would bring 
them up and, in return, they would house and feed 
him when he could no longer fend for himself. 
Obviously, then, it was economically unsound to 
marry a barren wife. To marry the girl because 
she was “in trouble” was still taking too great a 
risk for she might miscarry and not conceive again. 
It was therefore safer to wait until she had been 
delivered of at least one healthy child before marrying 
her. Although this raison d’étre for illegitimacy 
has now largely disappeared, the custom has survived 
to some extent though perhaps it is less common 


than formerly. 
* * * 


Speaking generally I should say that the West 
Countryman makes an apprehensive patient. As 
slow-witted as the cockney is quick, he is nevertheless 
easily alarmed by what he does not understand. 
Though he does not bear pain badly, he likes to 
talk about it hyperbolically and will describe it as 
** hagonies ”’ or “‘ a masterpiece.”’ A cough is always 
“turrible”’ and ‘“‘tears him to pieces,’ but the 
symptom of which he is particularly afraid is anorexia. 
To go for 24 hours without food is to him almost 
synonymous with death and I have known a patient 
with inoperable carcinoma of stomach stuff himself 
daily with fat pork ‘to keep his strength up.”’ The 
West Countryman’s vocabulary is limited and he has 
difficulty in describing his symptoms, for the same 
word or phrase has to do duty for a number of different 
sensations. ‘‘ Tis all in me ’ade”’ means a headache. 
He does not belch wind, he “ bulks” it. When he 
has nausea, his stomach “ git’s all leery and sinkin’ ” 
and he may get “all to a vlitter night-times.’”” This 
“ vlitter”’ seems to imply either a general feeling 
ot shakiness or, used in a local sense, palpitation of 
the heart. Veterinary surgeons and horse-copers 
refer to ‘‘ broken knees”? when they mean skin 
wounds. The same is true of the West Country 
patient. I was once asked to see an old lady because 
her leg had ‘“‘ broke” again. Armed with a variety 
of splints I dashed out to find merely that an old 
healed varicose ulcer had reopened. It was the 
skin and not the leg that had “ broke.” 


* - * 


I am not sure whether procrastination is numbered 
among the seven deadly sins. If not, it ought to be. 
I can recall during the past few years two cases of 
procrastination run mad. The first was that of a 
man, aged 65, who summoned me because he was 
unable to pass urine. When I examined him I found, 
not as I expected an enlarged prostate or possibly 
a stricture, but a phimosis of a degree so marked as 
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to cause acute retention of urine. Not even a ete 
could be inserted within the prepuce and I had to 
circumcise him. He told me that his foreskin had 
been tight ever since he could remember. He had 
always been meaning to have it attended to but had 
kept putting it off. The second case was that of a 
schoolmaster, aged 62, who was suffering from attacks 
of cardiac angina, On being told that he must reduce 
physical effort as much as possible, he sighed: “I 
suppose that means giving up rugger,” he said 
wistfully. It seems that he had always played rugger 
with his boys but he admitted, rather apologetically 
I thought, that during the last four or five seasons 
he had only played in the junior game. He had 
thought about giving up the game when he was 
35, 27 years ago, but somehow he had always put it 
off for another season. Talking of rugger and pre- 
puces reminds me of another experience some years 
ago when I was skippering the local rugger side in 
the little town where I practise. In the annual 
‘needle’? match against a neighbouring township, 
where no quarter was asked or given, one of our 
tougher players was heavily tackled but got up 
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again sr shined on epee. none the worse. 
At half-time he asked to speak to me and, in the 
changing-room, showed me a laceration of his fore- 
skin amounting to a semi-circumcision. I said he 
must stop playing at once, but he wouid not hear 
of stopping and performed prodigies of valour in 
the second half. After the game I took him to 
my surgery. There was nothing for it but a circum- 
cision and I told him that I must fetch my partner 
to give an anesthetic, but he demurred. He had to 
get home as soon as possible, he said, and lived in the 
country about eight miles distant. If I thought a 
circumcision was necessary I could get on with it, 
but he didn’t want any adjectival anesthetics. 
Not without misgivings, I complied with the condi- 
tions and circumcised him. It must have hurt 
horribly but he made no comment and gave no sign 
of being in pain. I offered to send him home 
afterwards in my car but he said it was quite all 
right, he had the old horse down at the pub and would 
rather ride home. And ride home he did. I quote 
the story to show that we can still breed he-men in 
the West Country, even in the twentieth century ! 
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MIDWIVES BILL IN THE UPPER HOUSE 


Viscount GAGE, in moving the second reading of 
the Midwives Bill, said that there were some very 
complicated and insistent problems connected with 
maternal mortality and a great deal of money was 
being spent on its prevention every year. There 
were many theories put forward as to the cause. 
Although nobody could deny that bad economic 
conditions did play a part, they by no means explained 
why, for instance, the mortality at Bournemouth 
was on the whole higher than that at Birmingham. 

One fact, however, had been established from 
prolonged examination of the work of existing 
organisations, particularly such organisations as the 
Queen’s Nursing Institute. The conclusion of the 
Joint Committee and other competent observers 
was that where an adequate midwifery service 
existed the statistics of mortality were always 
invariably lower than the average. It seemed 
therefore that if they could succeed in grading up 
all over the country the conditions of the midwifery 
service to those in the better organised districts they 
would succeed in reducing the incidence of maternal 
mortality as it had been reduced in those better 
organised areas. That was what the Government 
proposed in this Bill. They proposed to require 
certain authorities to provide that from the 
‘“‘appointed day’”’ every expectant mother should 
be enabled, as a minimum service, to receive in her 
home the assistance of a qualified certificated midwife. 

He was aware that in matters appertaining to 
medical services there was a difference of opinion 
between noble lords on the Government side of the 
House and noble lords representing the Labour 
Party on methods of administration. The tradition 
and the public spirit which animated voluntary 
organisations were so valuable that every effort 
should be made to retain them with as little 
disturbance as possible. Accordingly, the machinery 
of the Bill was designed to secure that, although 
the supervising authorities would have the ultimate 
responsibility of seeing that certain standards of 
requirements were carried out, a large measure of 
elasticity should be given as to how to bring that 
about. Some supervising authorities already well 
organised would obviously be less affected by the 
Bill than others, except that the Bill would ensure 
the maintenance of standards in the future; in 
others the authorities would be required to provide 
greatly improved and extended services. But when 
their lordships considered the varying conditions 





in the country, how progress had been made i in some 
cases by well-organised services of domiciliary visits 
by qualified midwives under perfectly good schemes, 
in other cases by a well-developed system of institu- 
tional treatment and by the admirable assistance 
given by the voluntary hospitals, he thought they 
would generally agree that the Government had 
been wise in giving to the supervising authorities a 
considerable measure of discretion while insisting 
that the broad objectives should be achieved. 

There were so many undesirable features attaching 
to the employment of the unqualified class of midwife 
that the Government had come to the conciusion 
that the time had come for their abolition. The 
Bill accordingly proposed that when and where the 
Minister was satisfied that adequate arrangements 
had been made under the Bill for a proper service 
he might make an Order making it a penal offence 
for an unqualified person to receive any remuneration 
for assisting in medical cases. They were also 
aiming in this Bill at the reduction by a large number 
of the independent midwives, partly by absorbing 
a considerable proportion of them into the new 
extended salaried service, partly by offering them 
compensation for voluntary retirement, and partly 
by giving the supervising authorities power com- 
pulsorily to retire some of those who were older 
and more unsuitable—again with generous compensa- 
tion. They anticipated that the schemes to be 
submitted by the supervising authorities would 
provide in some cases for a considerably increased 
number of salaried midwives with better status 
and conditions of service. Financial assistance 
would be given to the supervising authorities to that 
end. 

THE RESPONSIBLE AUTHORITY 

It had not been at all an easy task to determine 
what authorities should be made responsible for the 
new midwifery service, After much deliberation 
the Joint Committee on Midwifery and the Standing 
Committee of the House of Commons both decided 
in favour of the supervising authorities. But he 
would like to emphasise that when the supervising 
authority prepared its scheme it must consult not 
only the Welfare Council but also the voluntary 
organisations. The interests of these other interested 
parties were statutorily safeguarded, and they were 
given the right of appeal to the Minister if they 
considered that their claims had been ignored. The 
Minister felt that where possible it was preferable 
where services had to be extended that that extension 
should take place by an extension of the scope of the 
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existing sorgere! ? schemes, and that only where 
that was not possible shouid the supervising authority 
engage the new midwives themselves. — 

What they hoped to achieve by this Bill was to 
enable every expectant mother, whatever her circum- 
stances, to obtain the services of a qualified midwife 
in her own home, and she would be given some 
choice of midwife. She would be expected to make 
a contribution according to her means, but power was 
given in necessitous cases to scale this down to 
nothing at all. To sum up, the status and security 
of the midwives would be raised, the mother would 
get a tly improved service, and the supervising 
authorities would be assisted financially to bring 
this about, while the position of the voluntary 
associations would be safeguarded. 

The Earl of ONSLOW as one who had been connected 
with a lying-in hospital for about 25 years heartily 
welcomed this Bill. The hospital to which he had 
referred had carried on very successful refresher 
courses for midwives, especially those in country 
districts who desired to keep up to date. The 
original month’s course was greatly improved when 
it was extended to two months and he hoped that 
local authorities would see that refresher courses 
instituted under this Bill would extend over two, 
and if possible three, months. 

The Earl of LisTowEL said that noble lords on 
the Opposition side of the House were heartily 
thankful that the Government seemed at last to have 
recognised that the provision of adequate maternity 
services for the working-class population must be a 
public and national responsibility and could not 
any longer be left to the well-intentioned, but 
necessarily limited, efforts of voluntary hospitals 
and associations, or to the private enterprise of 
medical practitioners and independent midwives. 
It was absolutely necessary that there should be a 
sufficient number of antenatal clinics staffed by 
doctors having special knowledge of gynwcology and 
obstetrics. Grants should also be provided which 
would enable expectant mothers to have a diet 
prescribed by a doctor. It ought to be taken for 
granted that every mother at the end of the lying-in 
period should have careful medical supervision for 
at least six weeks. The Labour Party welcomed 
the valuable work done by voluntary hospitals and 
nursing associations, and objected only to their use 
as screens for the deficiencies of the present system 
and as excuses for public authorities not providing 
what private initiative was unable to give. They 
hoped to see friendly codéperation between the 
voluntary associations and the local bodies who 
would have to work this Bill. The Bill was a step, 
if not a very long step, towards the provision of a 
really adequate and nation-wide maternity service. 

Viscount Mrersry said that he had been asked by 
Lord GAINFORD to say that the Liberal Party welcomed 
the Bill generally, although it might have been 
rather overdue. 


A GREAT SOCIAL REFORM 


Lord JEessEL thought this was a very good Bill 
which would inaugurate a great social reform. The 
case of London had provoked considerable con- 
troversy in the passage of the Bill through the House 
of Commons. The statistics of maternal mortality 
in London compared most favourably with the 
rest of the country, the figure for the rest of the 
country being 4°2 per 1000, whereas in London it was 
only 2°2. The boroughs in every part of London 
either had a midwife service or had made arrangements 
with voluntary bodies to provide midwives. He 
regretted that the London County Council was now 
to be the supervising authority and they were going 
to have two authorities dealing with maternity 
instead of one. That seemed to many of them a 
great mistake. He hoped that the Minister when 
there was an appeal made to him by the boroughs 
would take into consideration what had been done 
by these services in London of which they were all 
extremely proud. The London County Council 
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had too much to do. The Ministry of Health might 
well hand over a good deal of its supervisory power 
to the L.C.C. and the latter could hand over a good 
deal of the detailed work to the boroughs, which were 

uite competent to deal with it. In this Bill he 
thought that a retrograde step had been taken. 
He would not challenge it in Committee, because 
he knew that he would not get much support, but he 
felt bound on behalf of the boroughs of London to 
make this protest, and having done so he wished the 
Bill God-speed. 

Lord BAYFORD referred to the provision in Clauses 1 
and 2 as to women being employed as whole-time 
midwives. He thought that it must be the intention 
of the Government that that should include a whole- 
time nurse who gave part of her time to midwifery 
and part to other nursing services. That was a 
point which had been raised by the County Councils 
Association, and he would put down an amendment 
on the subject which he hoped would meet with 
favour from the Government. He hoped that the 
Bill would have a fairly easy passage as he was sure 
it would do good. 

Lord ABERDARE said he thought that the Govern- 
ment were tackling this question in the right way 
by linking up the voluntary organisations with 
State effort. The feature of the Bill which pleased 
him very much was the encouragement given to 
expectant mothers to have their children in their 
own homes. He hoped that it would be recognised 
that with good nursing much mortality could be 
saved. The maternal mortality figure for England 
and Wales for 1934 was 4°41, and in 1935 3°98. The 
Queen’s Institute of District Nursing, which dealt 
with 68,000 cases, had a maternal mortality-rate in 
1934 of 2°74 and in 1935 of 2°56. For the last ten 
years during which 606,000 cases had been nursed 
by Queen’s nurses the maternal mortality had been 
at the low average of 1°91 per 1000. No wonder 
that the Government had largely based their Bill 
on the results and experience of the Queen’s nurses 
and the village nurse midwives. 

Viscount GAGE, replying to the debate, said that 
he understood that the Central Midwives Board was 
at present formulating new provisions in its rules 
covering the training not only of new midwives, but 
the details of refresher courses. He could give an 
assurance that the Minister of Health, when schemes 
were laid, would consider the question of training 
in a general way, and refresher courses in particular. 
He would point out to Lord Jessel that in London 
as elsewhere it was the desire of the Minister that the 
successful arrangeménts that were operated to-day 
should be preserved as far as possible. 

The Bill was read a second time. 


HEALTH SERVICES IN SCOTLAND 


On July 14th the House of Commons went into 
Committee of Supply on a Vote of £2,207,766 for the 
salaries and expenses of the Department of Health 
in Scotland. Sir D. HERBERT, Chairman of Com- 
mittees, was in the chair. 

Sir GopFREY COoLLINs, Secretary of State ‘for 
Scotland, in moving the vote said that the rise in the 
standard of living throughout Great Britain had 
created in the minds of the people a keener desire 
for health and all that it brought with it. The 
progress in other nations did not lead him to adopt 
any spirit of complacency in. regard to the health 
of our own people, but during the last year they had 
made steady progress along the lines of efficiency 
in the health services. He admitted that their 
efforts to reduce the tragedy of maternal mortality 
had not been successful. Maternal mortality in 
Scotland was some 50 per cent. higher than in 
England. A Bill to deal with this subject in Scotland 
would be introduced on July 24th. 

The best mode of advance in regard to sanitary 
services, water-supplies, drainage, and hospitals 
must be by enlisting the willing codperation of local 
authorities adjacent to each other. During the 
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‘year there had been intense activity in building. 


There had been more slums destroyed and more 
new houses erected for slum dwellers during the 
last three years than in the previous 30 years. 
(Cheers.) To abolish overcrowding in Scotland 
150,000 houses were needed. From the programmes 
so far submitted the local authorities anticipated 
that during the next five years 37 per cent. of their 
needs would have been dealt with. In no single 
case would one-apartment or two-apartment houses 
be erected by local authorities to deal with the 
overcrowding problem. 

Voluntary agencies played a large part in the 
working of the health services ; one recent voluntary 
movement especially was deserving of every 
encouragement—the Scottish Youth Hostel Associa- 
tion which started in 1931 with 1100 members and 
now had 11,000 members and 52 hostels. But 
Scotland was still a long way behind other countries 
in that movement. He appealed to local authorities, 
and to ail who could influence public opinion, to 
increase the number of open spaces and playing 
grounds. 

Mr. JOHNSTON said that the death-rate in Scotland 
was still higher than that of any northern country 
in Europe. In the burghs of Scotland quite apart 
from the county areas there were still 300,000 houses, 
according to the report of the Department of Health, 
without a closet. 

Sir A. Srvciam said that the Committee on 
Scottish Health Services had drawn attention in 
their report to the inadequacy of hospital accommoda- 
tion. In some hospitals the number of persons 
waiting for admission greatly exceeded the total 
number of beds in the hospital. There was profound 
truth in the observation of two medical witnesses 
who appeared before the committee—Dr. Mc Kendrick 
and Dr. Kermack—that the health of the child was 
determined by the environmental conditions existing 
in the years up to 15, and that the health of the 
man was determined preponderantly by the physical 
constitution which the child had built up. No 
praise was sufficient for the admirable work of the 
doctors and nurses connected with the Highlands 
and Islands Medical Service. He hoped that the 
Government would lend an attentive ear to the 
committee’s recommendations for an improvement 
of the conditions of that service. 

After further debate, 

Lieut.-Colonel CoLvILLE, Under-Secretary of State 
for Scotland, replying to points raised, said that 
there was no truth in the suggestion that Scottish 
school-children were being put in a worse position 
than those in England. In point of fact the milk 
scheme in Scotland had made great advances and 
the amount of milk that was being consumed by the 
children in the schools was very large. His Depart- 
ment would do everything in their power to encourage 
it. In relation to milk in the holidays there was a 
cleavage of opinion. Some people thought it difficult 
to get children and teachers to go to school in the 
holidays to have the milk handed out there. A 
scheme of distribution was being carried out in an 
experimental way in four large centres—not schools— 
in Glasgow. It was true that the Scottish Milk 
Marketing Scheme had not powers to distribute 
through the schools, but it was a scheme which was 
capable of amendment. His department were fully 
conscious of the shortage of hospital accommodstion 
in Scotland, particularly in regard to cases of infectious 
disease, and the recommendation of the Committee 
on Health Services had had the Government’s 
immediate consideration. 

The vote was carried by 176 votes to 111. 


HEALTH SERVICES IN ENGLAND AND WALES 


On July 16th the House of Commons went into 
Committee of Supply on a vote of £15,628,150 for 
the salaries and expenses of the Ministry of Health. 
Sir D. HERBERT was in the chair. 

Sir KInGsLeY Woop, Minister of Health, in moving 


the vote said that the estimates for his department 
which amounted to some £21,000,000 showed a 
net increase of some £1,200,000 over 1935. The 
increases arose Mainly from increased provision for 
housing, improved rural water-supplies, and health 
insurance. No country was making such provisions 
for its social services as we were. During the present 
year our expenditure on all such services, including 
the amount raised by local rates, would reach 
£420,000,000. At least some 30,000,000 men, women, 
and children would benefit by one or more of these 
services. There had recently been a considerable 
expansion in public works, which included large sums 
for hospitals, improved drainage, street lighting, 
public baths, open spaces, and water works. 

The efforts made had borne good fruit. The 
oe pepe in the health of the nation continued and 
it did not come by accident. There were two significant 
signposts last year. The first significant sign was 
contained in the latest figures furnished by the 
Registrar-General which showed a death-rate for 1935 
of 11°7 per 1000 of the population. The expectation of 
life at birth had increased by seven years in the 
last 20 years. The second sign of the times was to be 
found in the facts relating to infantile mortality. 
Last year the figure per 1000 live births was 57, the 
lowest on record in this country, and one which was 
satisfactory compared with even so recent a date as 
1929, when it was 74. At last also the maternal 
mortality-rate showed a slight decrease compared 
with previous years. The significance in the decline 
in the death-rate could be better appreciated if they 
analysed it in terms of persons living in each age- 
group. Of persons living in each quinquennium from 
5 years of age upwards to 45 the number dying was 
less than half what it was 50 years ago and in the 
age-group under 5 it was less than one-third. At all 
ages women had the advantage over men. An average 
woman could count on outliving an average man by 
between 12 months and four years. The mortality 
of widows was heavier than that of either single or 
married women and at all ages from 25 to 60 the rates 
of mortality for married women were lighter than those 
of spinsters. It was not revealed whether a married 
man had a similar prospect in relation to a bachelor. 


INFECTIOUS DISEASES 

Last year the principal infectious diseases showed no 
unusual or disquieting features. Influenza gave rise to 
no anxiety; we were entirely free from small-pox. 
At the same time our knowledge of some of dhtes 
diseases had been widely extended. A great deal of 
light had been thrown on the causation of scarlet fever 
and its relation to other infective conditions, such as 
tonsillitis and erysipelas, and even influenza, the most 
elusive and deadly of the infections, had been made to 
yield up some of its secrets, as was shown by the 
progress of the researches conducted by the Medical 
Research Council and the Ministry. Unlike scarlet 
fever diphtheria had not shown a progressive loss of 
virulence, but against it there was the aid of anti- 
toxin and immunisation. Antitoxin given early 
enough and amply enough had already saved many 
young lives, and it was now ge by the artificial 
immunisation of children of the pre-school age to 
reduce very considerably the danger of contracting the 
disease in the most susceptible years of life. So far 
as enteric fever was concerned it had been the experi- 
ence of every sanitary district that the number of 
cases of this disease had fallen step by step with 
gratifying precision as the facilities for a proper water- 
supply, proper sewerage, and sewage disposal had been 
increased. 

But infectious disease was still the cause of many 
deaths and much disablement in early youth. It was 
responsible for over 60 per cent. of all deaths from the 
ages of 1 to 15 years. But at the same time there 
had been a remarkable decline in the mortality from 
these diseases during these age-periods. Death-rates 
at ages under 15 living had declined in respect of 
measles from 750 in 1910 to 201 in 1933, in scarlet 
fever from 200 to 63, in diphtheria from 384 to 261, 





THI 


and |} 
foun 
to a 
of t 
most 
for ¢g 
to I 
Mini 
Cour 
were 
for t 
labo 
mat 
in E 
Scot 
and 
sent 
Gert 


Tub 
deat 
havi 
last 








ay 


m 
e8 


et 





THE LANCET] 


PARLIAMENTARY 


INTELLIGENCE {[suLy 25, 1936 295 





and in whooping-cough from 798 to 237. It had been 
found even possible to turn an infectious disease 
to a beneficial purpose. Malaria, the greatest scourge 
of the tropical world, was now recognised as the 
most efficacious, and indeed the only, treatment 
for general paralysis of the insane; and with a view 
to making this treatment generally available the 
Ministry in collaboration with the London County 
Council maintained a laboratory where mosquitoes 
were bred and infected with pure strains of malaria 
for the practice of malaria therapy. During 1935 the 
laboratory complied with 318 requests for this 
material, which was received from 118 hospitals 
in England and Wales, three in Ireland, and one in 
Scotland, Certain other institutions were also supplied 
and mosquitoes with benign tertian malaria were 
sent by air mail to directors of clinics in Austria, 
Germany, and Rumania. 


TUBERCULOSIS AND CANCER 


There was another side to the health balance sheet. 
Tuberculosis and cancer for instance still took their 
deadly toll. Nearly 30,000 persons were certified to 
have died from tuberculosis in England and Wales 
last year. But there had been much advance here 
also. The figure was 11,000 fewer than 10 years ago. 
Cancer was still unfortunately one of the principal 
killing diseases. Deaths from this cause were over 
60,000 every year, but cancer should not be regarded 
as a hopeless disease. Although its cause still remained 
obscure there were to-day means of treatment such as 
there had never been before. They would have made a 
great step towards solving the problem of early 
and timely diagnosis if they could banish unreasoning 
fear in the minds of the people. Here was a field in 
which the local authorities could render great assist- 
ance by judicious propaganda as part of their health 
educational work. 


MENTAL HEALTH 


In no branch of the public health service had there 
been such a striking change as had been effected in 
recent years both with regard to national outlook and 
methods of treatment as in the mental deficiency 
service. Much was now being done to give better and 
healthier conditions of living to those who were 
mentally afflicted. Occupational therapy and recrea- 
tion were playing apart in the treatment of mental dis- 
orders; outdoor games and dancing were organised 
on a larger scale and they were told that for an 
improving patient in particular, a good hair-cut 
and shampoo had a real tonic value, particularly 
in young women. The Mental Treatment Act had had 
remarkable results. In the first year of the operation 
of the Act, 1931, voluntary admissions represented 
71 per cent. of the total admissions and certified 
admissions 91°1 per cent. The voluntary admissions 
had steadily increased and in 1935 they rose to 
24 per cent., while certified admissions fell to 70°7 
per cent. Nearly a quarter of the admissions to 
public mental hospitals were now on a voluntary basis. 

The nation was undoubtedly becoming more 
health minded, but one aspect of health affairs could 
not be regarded with the same satisfaction. The 
unquenchable medicinal thirst still continued and 
it was suggested with some truth that we were rapidly 
becoming a nation of confirmed medicine drinkers. 
In Scotland doctors generally had never adopted the 
custom of dispensing medicine for their patients and 
the patients had not been induced to consider a 
bottle of medicine a necessary corollary of a visit to 
a doctor. In England, on the contrary, for generations 
past doctors had themselves with few exceptions 
dispensed medicine. In the result the cost of pro- 
viding medicine per head of the insured population 
in England regularly exceeded that in Scotland by 
approximately 50 per cent. There were no known 
facts connected with the incidence of disease in the 
two countries to account for this wide divergence in 
the cost of medicine and no one would suggest that the 
standard of treatment of the Scottish practitioner 
was lower than that of his English colleague or that 
his results were less satisfactory. There were no fewer 


than 57,000,000 prescriptions issued in 1934 under 
the Health Insurance Acts. Of course drugs were 
necessary, but medication by drugs was no enough, 
or perhaps was too much, 


INTERNATIONAL COOPERATION 


Those who might have doubts about certain 
aspects of the League of Nations should have none with 
reference to the value and importance of the League’s 
medical work. Our own representatives there had 
played a considerable and distinguished part not only 
in the periodic statistical reports on international 
hygienic coéperation, but in the cordial coéperation 
between the medical men of the different nations 
of the world in which good work had been and was 
being done. Referring to the progress of housing, 
the right hon. gentleman said that well over 3,000,000 
houses had been erected since the Armistice. The slums 
were now going. Already some 400,000 slum dwellers 
had obtained new and better housing accommodation 
and they were going to new and better homes at the 
rate of about 6000 per week. There was every 
reason to believe that, except for a few large towns, 
the programmes of local authorities would be well 
completed within the five year period. The standard 
adopted in the Overcrowding Act of 1935 was a 
beginning, and represented the minimum amount of 
accommodation capable of early enforcement. No 
doubt the standard would be improved as progress 
was made. He was glad that the overcrowding 
surveys had for the most part been made. 

Much progress had been made in the matter of 
planning. In regional planning local authorities were 
for the most part coéperating well. 


SOMB CRITICISMS 


Sir FRANcIS ACLAND said that the method of 
therapeutic immunisation had not been extended 
as widely as it might have been. The deaths from 
heart disease in 1926 were 69,000 and had increased 
in 1933 to 120,000. He thought that Sir George 
Newman had once stated that a large proportion 
of these deaths were under the age of 25. When 
they considered things of that kind they realised 
that while doctors might be taught a great deal 
about anatomy and pathology and the mechanism 
of circulation yet they knew very little about how to 
cure heart disease. Though a layman he had some 
ground for saying that if more study were given in 
training and in practice by the medical profession 
to the method of therapeutic immunisation that 
sort of thing could be improved. The time had come 
when the Minister might in conjunction with the 
Privy Council Office cause the medical curriculum 
to be reconsidered. If that was to be done it was 
not much use having it done by persons who had 
themselves been trained on a particular curriculum 
40 years ago and had been training other people 
most of the time since then on nearly the same 
curriculum and who were pretty well wedded to the 
present system. An intelligent layman who was 
willing to keep an open mind might be of real use to 
the Minister in examining that matter—quite as 
useful as some of the heads of the medical profession 
whose minds in his experience were apt to be as 
inelastic as the arteries of their elderly patients. 

Sir E. GRAHAM-LITTLE : Is the right hon. gentleman 
aware that the medical curriculum has been recast 
at least ten times in the last 20 years and that a 
special committee of the Medical Council has been 
considering it for the last six or eight months ? 

Sir F. AcLanp : ‘Yes I am in close touch with all 
that, and I know that modifications have been made 
in the last 20 years, but the general impression 
produced on my mind is that the more it changes 
the more it tends to remain the same thing. (Laughter.) 
Continuing, Sir Francis said that as chairman of the 
Dental Board he had tried to do what he could to 
develop dental health propaganda which took the 
form of bringing the importance of better dental 
health to the notice of children in the schools and 
their teachers. It had been borne in on him in the 
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course of ten years’ experience that there was a 
sufficient lapse of time between the school-leaving 
period and the realisation of the desirability of 
getting proper dental treatment to allow nearly all 
the advantage of the school dental service to passaway. 
This gap after the school age was a thing which they 
would be glad to have tackled if they could. 

Referring to the question of the voluntary sterilisa- 
tion of the unfit and the recommendations of the 
Brock Report, he said that whereas at first it was 
difficult to find public bodies which were in favour 
of the projected changes, now the difficulty was to 
find any public or representative bodies which were 
in any way opposed to the recommendations in that 
report. He urged on the Minister the importance 
of giving his practical attention to it. .He could 
assure him that public opinion was now much more 
active and much more ready and willing to back up 
any effort that he or the Government might make. 

Mrs. TATE said that she did not think that there 
had been anything like the improvement in public 
health that they had a right to expect if all the 
knowledge available to the medical profession, but 
not, unfortunately, used by them, had been employed. 
She agreed that the improvement in the care of 
mental defectives was extraordinary, but she did 
not think that the same thing applied to the care 
of the insane who so far as curative treatment was 
concerned were very much where they were many 
years ago. The understaffing of mental hospitals 
was one of the scandals of the age. At the eighteenth 
annual meeting of the Mental Hospitals Association, 
Sir Laurence Brock, Chairman of the Board of 
Control, said that the number of patients under care 
on Jan. Ist, 1936, was 127,813, an increase on the 
previous year of 1711. He went on to say that that 
increase: was quite normal and need cause no alarm 
and that an increase must be expected for a good 
many years because the admission-rate was related 
to the birth-rate. Were they really going to be 
satisfied, as apparently the Chairman of the Board 
of. Control was, because the mental trouble of the 
country increased when there was an increase in the 
population? There would be no improvement in 

to insanity unless a great deal more was 
done to find out the cause. 

Wing-Commander Jamzes: I think the hon. lady is 
most unfair to Sir Laurence Brock. Nobody who knows 
him would suggest for a moment that he is com- 
placent. Did he not as chairman of the Committee 
that bears his name make a very practical suggestion 
towards reducing the incidence of mental troubles ? 

Mrs. TATE said that she agreed that the recom- 
mendations of the Brock Committee might have been 
given closer study, but she did not think that it was 
certain that sterilisation was satisfactory in countries 
where it had been put into practice. Sterilisation 
was nota cure. She thought that there was evidence 
pointing to insanity being closely connected with 
the glandular system of the body and that was where 
greater research was needed, How could there be 
research when they had in the mental hospitals 
sometimes 700 or 800 patients with only two doctors ? 
It was time that money was spent on research and 
that proper salaries were paid to those engaged in 
research work. 

She did not think that there was a medical man 
in the House of Commons who would not say that 
conditions in many private nursing homes in London 
and throughout the country were an absolute scandal. 
There was no regulation which ensured that rooms 
were sterilised after each patient had occupied them. 
The carpets and curtains were still there full of 
germs from the last. patient, That. kind of thing 
should not be allowed to continue. Vaccination 
was still legally compulsory, but that compulsion 
was an absolute farce. She was thankful that at 
the present time not more than 40 per cent. of the 
children born were vaccinated against small-pox. 
She was a believer in vaccination, but she did not 
think that the public were aware that the vaccine 


lymph used to-day had very little if any. relation to 
the lymph which orginally stamped out small-pox 
and she believed that it was a cause of very grave 
danger to the community. Any bacteriologist— 
she had worked in a laboratory—would admit, if 
he was honest, that if one changed a lymph from one 
ahimal to a completely different animal one entirely 
changed its character. Calf lymph was the lymph 
with which children had to be vaccinated according 
to the law, but they were actually being vaccinated 
with rabbit lymph. It was known that there had 
been over 1000 cases of deaths from encephalitis 
following vaccination, and she believed that the 
actual number was enormously in excess of that. 
She spoke from knowledge because she had charge 
of a child who had encephalitis following vaccination. 
She called in four v expert medical men to treat 
that child in the early stages of the illness. The 
case was diagnosed first as typhoid, then as para- 
typhoid, then as influenza, and then as gastric chill. 
It was not until the patient was brought to London, 
and when the symptoms of almost complete paralysis 
were present, that the case was rightly oo as 
poliomyelitis and following vaccination. e rabbit 
was known to have encephalitis. She knew that the 
Minister would be told by his Department that the 
encephalitis of the rabbit had no relation to the 
encephalitis of the human being. How did they 
know ? Rabbit lymph was being used to-day though 
the Ministry had tried to assert that that was not the 
case. She hoped that the Minister would see that 
glycerinated calf lymph was used or else wipe away 
the nonsensical provision that people should be 
compulsorily vaccinated. She knew that small- 

x was stamped out in the 1924 epidemic in 
tdinburgh by vaccination, but the lymph used was 
not the Government lymph. The Ministry of Health 
was asked urgently for supplies and sent supplies 
sufficient for three days with a letter saying that to 
send further supplies would unduly deplete their 
resources. The Edinburgh authorities then wrote 
to a doctor in London and got a million doses of 
glycerinated calf lymph which proved —7 
satisfactory. Since then glycerinated calf lymp 
had not been used in this count use it would 
not pass the Ministry’s test. She believed that in the 
present Minister of Health they had a man who 
really would do something to see that use was made 
of the existing medical knowledge. 


CENTRAL CONTROL 


Sir E. GRAHAM-LITTLE said that he supposed that 
that would be the last debate to be conducted on 
the present health ny eg because they were 
promised in the near future an Act to amend the 
Public Health Acts dating from 1839, the consolida- 
tion of which was long overdue. It was a little 
unfortunate that there was no general scheme eman- 
ating from the Ministry itself for dealing with tuber- 
culosis and that the schemes which were in operation 
were the result of local invention and control. Perhaps 
more might be done if there was a little more central 
control. It was not altogether satisfactory that in 
view of the figures of maternal mortality which were 
stationary, if not increasing, provision for maternity 
homes was not increasing at a more rapid rate. 
According to the survey there were 7513 beds in 
1933 and only 7909 in 1934. He wished to pay a 
special tribute in respect of the provision of institu- 
tional treatment and he did that the more cordially 
because he as a hospital physician was very doubtful 
of the possibility of really getting codperation between 
the voluntary hospitals and the municipal hospitals. 
Much of the credit for that was due to the principal 
medical officer of the London County Council. The 
work which he had done in that respect was beyond 
praise. Menta! treatment was one of the departments 
of medicine in which progress was not being made 
in anything like a measure commensurate with the 
progress in other branches and the actual position of 
the incidence of mental disorder in this country was 
one of grave disquiet. 
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It was unfortunate that while so much money 
was being spent in meeting the demand for an improve- 
ment in medical education there should be such 
a multiplication of irregular schools founded by 
irregular practitioners who pretended to give an 
adequate medical tuition, but who were perfectly 
obviously unable to do so. It was that type of school 
that was well worth the attention of the Ministry of 
Health, because it was difficult to distinguish the 
product of these schools from that of properly 
constituted medical schools. Every hon. member 
had been disturbed by the real evidence of mal- 
nutrition existing in their midst. He did not think 
there was any doubt that malnutrition did very 
largely exist, but very much more might be done 
towards remedying that condition by the proper 
instruction of people in the relative values m food. 
On that subject there had been a recent advance in 
medicine, and it was a very important one. It 
would be very useful if instruction could be given to 
those people who were mostly in need of it, such 
as those who were in receipt of unemployment 
assistance, Leaflets on the subject of venereal disease 
were a very important cause in reducing the incidence 
of and mortality from that disease. A great deal might 
be done by the issue of leaflets of that kind in regard 
to nutrition. The B.B.C. might be very properly 
used in broadcasting information and instruction of 
that nature. In conclusion the hon. Member said 
he wished to pay a sincere tribute to the Minister of 
Health and he expressed the hope that the right hon. 
gentleman would show some of the same methods 
he had used at the Post Office in spreading the 
knowledge of medical science. He did not know of 
any Minister who was so much appreciated by the 
ood. 
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medical profession as Sir K. W 


SOME LESSONS 


Sir FRANCIS FREMANTLE said he wished to endorse 
the real hopefulness of the present situation in regard 
to cancer. They had to spread the knowledge that 
people must not be afraid of the disease and must 
seek medical advice at the earliest possible stage. 
If that was done they could be cured. He would 
pons out the necessity, especially after middle age, of 

aving occasional medical overhauls which was one 
of the best ways of preserving life so far as malignant 
disease or heart disease was concerned. They had 
heard a good deal lately about maternal mortality, 
and he wished again to press upon the Committee the 
lesson of what was known as the Rochdale experi- 
ment. There was a maternal mortality in Rochdale 
of 10 per 1000. As a result of a tremendous campaign 
aided by the local authorities the death-rate was 
cut down from 10 to below 4 per 1000. The deaths 
due to intercurrent disease fell from six to three. 
That was not simply a total figure, but if one took 
each set of causes in turn one found that the 
reduction was the same with puerperal causes, nutri- 
tion causes, and heart causes, and the different 
condition into which maternal mortality was divided 
up. That was a lesson which needed to be driven 
home throughout the whole of the public health 
administration. A very large amount of improvement 
could be brought about if only one got keenness and 
enthusiasm in the carrying out of things under 
present conditions. 

After further debate, 

Mr, SHAKESPEARE, Parliamentary Secretary to the 
Ministry of Health, replying to points raised, said 
that to attempt to introduce so far-reaching a change 
as the sterilisation of the unfit so soon after the 
issue of the Brock Report would not be in accordance 
with the usual practice. If they were to introduce 
a reform which so much touched religious suscepti- 
bilities they must pause a good deal until there was a 
widespread demand for it. The local authority, 
whether the county or the county borough, was 
responsible for the supervision of nursing homes 
and he would consult with the Minister of Health, 
in view of the complaints which had been made, to 
see whether anything could be done to strengthen the 
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degree of supervision. The question of contracting 
encephalitis from the lymph of rabbits was a medical 
question on which he, like Mrs. Tate, was not com- 
petent to speak. 

Mrs. TATE: With due deference, I was quoting 
a medical man with every form of qualification after 
his name. 

Mr. SHAKESPEARE: Then I will quote the opinion 
of a medical man equally well known, of international 
reputation, who is our own Chief Medical Officer 
of Health. In his view, and in the view of our advisers, 
encephalitis in rabbits is quite different from post- 
vaccinal encephalitis in the human being. 

The debate on the vote was adjourned. 


NOTES. ON CURRENT TOPICS 
Sale of Medicines on Sunday 


In the House of Lords on July 14th the Shops 
(Sunday Trading Restriction) Bill was considered 
on Report. 

On the First Schedule (Transactions for the 
purposes of which a shop may be open for the serving 
of customers on Sunday) 

Viscount BERTIE OF THAME moved to omit from 
paragraph (g) the words ‘“ by any person who has 
entered into a contract with an insurance committee 
under the National Health Insurance Acts, 1924 
to 1935 for the supply of drugs and appliances.” 
He said that under the paragraph as it stood it 
appeared that no person would be able, unless he 
had entered into a contract with an insurance com- 
mittee under the National Health Insurance Acts 
1924 to 1935, to supply drugs and appliances, and 
it was rather hard that a man should not be able to 

ve a prescription made up or be able to get a 
patent medicine to treat a cough or something of 
that kind. Lord Munster had an amendment down 
which he (Lord Bertie) believed would cover the 
point, and if he would assure him that that was so 
he would not press this amendment. 

The Earl of MUNSTER said that as the Schedule 
stood the exemption in regard to the sale of medicines 
and medical and surgical appliances on Sundays was 
confined to those chemists or drug stores who had 
entered into a contract with the local National 
Health Insurance Committee. Any chemist or 
drug store could enter into such a contract, but it 
had been pointed out by his advisers that certain 
chemists had not done and did not wish to do 
insurance work. But at the same time they desired 
to remain open on Sunday. It was in order to 
include this type of shop that it was proposed that 
the exemption should apply also to any premises 
registered under Section 18 of the Pharmacy and 
Poisons Act, 1933. This would have the effect of 
applying the exemption to any chemists’ shop 
irrespective of whether it was the subject of a 
contract with an insurance committee or not. He 
thought his (Lord Munster’s) amendment to that 
effect should meet his noble friend’s point. 

Viscount BERTIE OF THAME: I am not quite clear 
whether under the amendment which my noble 
friend is to move a person who wants a prescription 
made up can go into a chemist’s shop and get a 
patent medicine also. Will he assure me on that point ? 

The Earl of MUNSTER: Yes. 

Viscount BERTIE withdrew his amendment. 

The Earl of MuNsTER then moved the amendment 
referred to in his speech in reply to Lord Bertie and this 
was agreed to. 

QUESTION TIME 
WEDNESDAY, JULY 15TH 
Maternity and Child Welfare 


Miss RaTHBONE asked the Minister of Health the names 
of the local authorities which made no ‘provision for a 
supply of milk, meals, or other food for expectant and 
nursing mothers, or for children under school age; and 
what percentage of the total number of local authorities 
these constituted.—Sir Kivestey Woop replied : Accord- 
ing to the latest returns received by my department the 
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only maternity and child welfare authorities which make 
no provision for this purpose are the Cowbridge town 
council and the Whitby urban district council. The 
following maternity and child welfare authorities provide 
milk or other food for children under school age, but not 
for expectant or nursing mothers—Staffordshire county 
council, Clitheroe town council, and Coseley urban district 
council. These five authorities constitute about 1°25 per 
cent. of the total number of maternity and child welfare 
authorities in England and Wales. 


Certifying Factory Surgeon at Dunfermline 


Mr. Cassetts asked the Home Secretary if he was 
aware that Dr. Alan Tuke, Dunfermline, a certifying 
surgeon appointed under the Factory and Workshop 
Act, 1901, for the district of Dunfermline, was also a 
medical adviser to the Scottish Mineowners’ Defence and 
Mutual Insurance Association, Limited, Dunfermline ; 
and what steps he intended to take in connexion with 
the matter.—Sir Jonn Srmmown replied: I understand on 
inquiry that while Dr. Tuke reports on particular cases 
for the Association from time to time he does not hold 
any appointment as their adviser. He has been certifying 
factory surgeon for 25 years without apparently any 
complaint as to his not being impartial in the performance 
of his duties, and it is most desirable that certifying 
surgeons should be men of wide experience. 

Mr. Cassetts: Does the right hon. gentleman suggest, 
having regard to the circumstances related by him that 
Dr. Tuke is sufficiently unbiased to hold the responsible 
office of certifying surgeon ? 

Sir J. Suwon: My own feeling, and I think that the 
hon. Member will share it, is that it is very important 
that a certifying surgeon should be both an honest and 
an experienced medical man. Of course it would be 
wrong for him to act as it were on both sides in the same 
matter, and I am sure he does not do so, but I would add 
that the general question of the position and functions 
of certifying surgeons under the Workmen’s Compensation 
Act is now being reviewed by the Departmental Com- 
mittee on Workmen’s Compensation. I feel sure that 
this matter is one which they would consider. 

Mr. Rowson: Will the right hon. gentleman see that 
if this doctor has certified anybody in his district to be 
suffering from an industrial disease steps are taken to 
prevent him examining on behalf of the employers any 
man suffering from any of these diseases ? 

Sir J. Smon: That proposition is perfectly right. 
I have already made inquiries and I am assured that this 
doctor does not do so, but I certainly will make further 
inquiries, and I quite agree with what the hon. gentleman 
says. 

; Miners and Fibrosis of the Lungs 


Mr. James GrirritHs asked the Home Secretary 
whether he was now prepared to so amend the provisions 
of the Various Industries (Silicosis) Scheme, 1934, as to 
bring within its scope the large number of coal-miners, 
both underground and surface workers, who were disabled 
by fibrosis of the lungs, due to inhalation of dust in the 
course of their employment, and who were prevented 
from becoming certified by the medical board and from 
claiming compensation by the restrictive character of the 
existing silicosis schemes.—Mr. GEorrrey Lioyp, Under- 
Secretary, Home Office, replied: I am afraid that it is 
not possible in the present state of medical knowledge 
to take action on the lines suggested. Fibrosis of the 
lungs is a not uncommon condition which arises from a 
variety of causes, not necessarily occupational at all, and 
I am advised that the position at present reached is that 
while fibrosis due to inhalation of silica or asbestos dust 
can be distinguished by expert examination, it is not 
possible in other cases to say whether the fibrosis is due 
to the effects of dust inhaled in the course of employment. 
The problem is an extremely complicated one but it is 
being actively investigated by the Industrial Pulmonary 
Diseases Committee of the Medical Research Council 
who are fully alive to its importance and urgency and 
who, I understand, visited South Wales last month and 
obtained information from the hon. Member himself, a 
number of local doctors and others. All I can say now 
is that if, and when, that committee is able to report 
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that there are other forms of occupational fibrosis which 
can be distinguished as such, my right hon. friend will 
be prepared to consider at once the steps necessary, 
whether by legislation or otherwise, to bring them within 
the scope of the Act. 

Mr. GrirFiras: Will my hon. friend in view of the 
urgency of the matter press upon the committee to make 
their report as soon as possible ? 

Mr. Luoyp: Yes, Sir. As the hon. Member knows I 
did that once before with good results. The committee 
are meeting this afternoon. 


Provision of Milk to Children in Holiday Time 


Miss CazaLet asked the President of the Board of 
Education whether he had yet been able to confer with 
the Minister of Agriculture with regard to the possibility 
of continuing the provision of milk to school-children in 
holiday time; and, if so, what arrangements had been 
made.—Mr. OLIVER STANLEY replied: It is expressiy 
provided in the Milk in Schools Scheme that it may operate 
throughout the holidays. The main difficulty is that the 
experiments which have been conducted in certain areas 
show that the great majority of children, who take milk 
on payment during term time, are unwilling to attend 
schools or centres for the purpose during the holidays. 
My right hon. friend the Minister of Agriculture and I 
are considering this difficulty, but up to the present it 
has not been found possible to devise any method of 
overcoming it. 


Nurses’ Hours at Voluntary Hospitals 


Miss CazaLet asked the Minister of Health if, in view 
of the fact that nurses still worked as many as 70 hours 
a week in some of the voluntary hospitals (including some 
of the great London hospitals), he would consider intro- 
ducing legislation to limit these hours.—Sir Kinestey 
Woop replied: I am advised that in recent years there 
has been a considerable improvement in this matter, and 
that it is quite exceptional for nurses to be required to 
work so many hours as stated by my hon. friend, and in 
these circumstances I do not think legislation is necessary. 

Mr. Petuick-LAWRENCE: Will the right hon. gentle- 
man do what he can to encourage the reduction of the 
hours of work of these nurses ? 

Sir K. Woop: If the hon. gentleman will send me 
particulars of any cases I will look into them. 


Mental Hospitals 


Mr. GALLACHER asked the Minister of Health if he 
would consider recommending to local authorities that 
they should alter the name of asylums and mental hos- 
pitals to hospitals for nervous diseases or some similar 
name in view of the hardship caused to persons treated 
for short periods for nervous ailments who, nevertheless, 
were branded as lunatics for the rest of their lives.—Sir 
KryasteEy Woop replied: Tre Mental Treatment Act, 
1930, prescribed that in England and Wales the term 
“mental hospital’ should be substituted for “ asylum.” 
I do not think that it is necessary to modify the term 
**mental hospital.’”” The large and increasing proportion 
of persons now applying voluntarily for treatment at 
these institutions suggests that the idea is rapidly dis- 
appearing that any stigma may be supposed to attach to 
treatment in them. 

Mr. GaLLacHER: Is the Minister aware that there are 
young men and ‘women who have unfortunately had to 
go into these institutions, and when they apply for employ- 
ment and it is known that they have been in asylums it 
completely handicaps them in getting work, and will he 
take steps to get the term “‘ asylum ”’ removed ? 

Sir K. Woop: I do not think the hon. gentleman 
heard my answer which was to the effect that the term 
“* mental hospital ”’ is now being used instead of ‘‘ asylum.” 


Arsenic in Coal Ash 


Mr. Pritt asked the Home Secretary whether he was 
aware that in the case of Rex v. Bryant evidence was 
given by a Home Office expert to the effect that the 
presence of 149 parts in 1,000,000 of arsenic in coal ash 
was inexplicable except upon the hypothesis that arsenic 
had been burned in the fire in question; that the learned 
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judge directed the jury that that evidence constituted 
corroboration of the principal witness for the prosecution, 
who alone deposed to arsenic being to the knowledge of 
the prisoner present in the house; that the said expert 
evidence was admittedly incorrect and mistaken and that 
the Court of Criminal Appeal apparently felt itself bound 
by precedent to refuse to investigate whether the said 
evidence was mistaken ; and whether he would consider 
the introduction of amending legislation to secure that 
verdicts founded on mistaken evidence should be subject 
to inquiry on appeal.—Sir J. Suwon replied : In the course 
of investigating this matter I ascertained from the Lord 
Chief Justice that he and other judges sitting in the 
Court of Criminal Appeal for the purpose of deciding 
the appeal proceeded on the assumption that this item 
of evidence was mistaken. There was ample evidence 
of corroboration quite apart from this challenging detail. 
Neither the trial judge (whom I also personally inter- 
viewed) nor the Court of Criminal Appeal were able to 
regard the matter referred to as affecting the conclusion 
reached, and after the most careful examination of all 
the circumstances I reached the same view. As regards 
the last part of the question no such legislation is required, 
as, of course, an allegation of mistaken evidence could be 
considered on appeal, and as I have said, it was in fact 
considered and fully allowed for in the present case. 


MONDAY, JULY 20TH 
Contaminated Water-supply in Surrey 


Sir RicnHarp MeEtiEeR asked the Minister of Health 
whether his attention had been called to the recent 
pollution of the water-supply in the districts of Carshalton, 
Beddington, and Wallington, as the result of which 
hundreds of persons had been seriously affected ; whether 
he would set up an inquiry as to the cause of the infection 
and why, when it was ascertained by the water company 
that the water was unfit for human consumption, no notice 
was given to the inhabitants of the districts; and 
if he was satisfied that the methods at present adopted 
to secure a pure water-supply were efficient.—Mr. 
SHAKESPEARE, Parliamentary Secretary to the Ministry 
of Health, replied : The reply to the first and third parts 





WILLIAM JAMES RUTHERFURD, 
M.C., M.D. Glasg. 


Tue death of Dr. William James Rutherfurd at 
the premature age of 52 has removed from the ranks 
of the medical profession in Manchester an interesting 
personality. A successful student of the University of 
Glasgow, he served as resident surgeon and resident 
physician to the Western Infirmary, became clinical 
assistant to the Glasgow Ear, Nose, and Throat 
Hospital, and made many contributions to medical 
literature of an interesting and varied sort in the 
British Medical Journal, the Glasgow Medical Journal, 
the British Journal of Dermatology, and other medical 
papers. He served during the war with the rank of 
temporary captain, R.A.M.C., gained the M.C., and 
contributed some of his experiences to our columns in 
papers on carbon monoxide poisoning in warfare and 
on injury from signal lights. 

A Manchester correspondent writes: ‘‘ Rutherfurd 
had a striking personality. He was essentially a 
scholar and well versed in the classics and twice 
—namely, in 1928 and 1934—he won the prize given 
by the University of Glasgow for an essay on the 
history of medicine. His colleagues on the Manchester 
local and medical panel committee recognised his 
tenacity of purpose especially in making himself a 
champion of the rights and privileges alike of patient 
and doctor. He was an active member of the scientific 
societies of the city and his attainments were such 
that he had received the offer of a professorship in 
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of the question are in the affirmative. As regards the 
second part, officers of my Department have been in 
close touch with the situation, and my right hon. friend 
does not at present think any more formal inquiry 
necessary. The supply from the contaminated source 
was cut off as soon as the contamination was suspected, 
and it is understood, no notice to the consumers could 
have been given in time to be effective. 


Nurses Employed by Regional Medical Officers 

Mr. GRAHAM WHITE asked the Minister of Health if 
all the nurses employed to assist the regional medical 
officers under the National Health Insurance Act were 
fully qualified—Sir Kixestey Woop replied: These 
nurses are all fully qualified, except in a few cases where 
it has not been found possible to obtain the services of 
suitable qualified nurses. 


Coal Dust and Injury to Health 

Mr. TInKER asked the Secretary for Mines if he was 
aware that there was a feeling among the mineworkers 
that some of the stone dust used to prevent the danger 
arising from coal dust was injurious to health; and 
if he would instruct His Majesty’s inspectors to pay close 
attention to the kind of stone dust used.—Captain Croox- 
SHANK replied: H.M. Inspectors of Mines are under 
standing instructions to watch the matter, to investigate 
all complaints, and to take steps to prevent the use of 
unsuitable materials for stone dusting. If the hon. Member 
has particular cases in mind where harmful effects are 
alleged and will send me details, I will have them fully 
investigated. 

Regional Medical Officers 

Mr. GRAHAM WHITE asked the Minister of Health 
the number of women doctors now employed as regional 
medical oficers for national health insurance, and also by 
whom the regional medical officers were appointed and 
paid.—Sir KiyesteEy Woop replied: At present two 
of the doctors employed in the work of the regional medical 
staff are women. Regional medical officers are appointed 
by me and their emoluments are borne on the Ministry of 
Health Vote, but the bulk of the cost is recovered from 
the approved societies as an appropriation in aid. 


his own university, but his sense of duty led him 
to decline the honour, preferring to devote his gifts 
to the service of the poor. He has left behind him 
memories which are treasured by those who were 
privileged to know his sterling worth.” 


LIEUL.-COLONEL RICHARD MILBOURNE 
WEST, D.S.O., O.B.E., M.D. Durh. 


Lieut.-Colonel Richard West, who died on Saturday 
last, July 18th, was the son of Mr. Henry Algernon 
West and was born in 1867. He received his medical 
education at St. Bartholomew’s Hospital, took the 
English double qualification in 1891, served as house 
surgeon at the hospital, and then for a time as surgeon 
to the hospital ship Queen Victoria, attached to the 
Deep Sea Fishermen’s Mission. Later he was a 
surgeon in the service of the Ocean 8.8. Company, 
while he also acted as surgeon in the Mecca Pilgrimage 
Transport Service. He practised for a period in 
Leicester, where he was surgeon to the Leicestershire 
Provident Dispensary, and during this time he made 
useful clinical contributions to our columns and those 
of the British Medical Journal. Throughout his 
career he was closely associated with the St. John 
Ambulance Brigade and was lecturer to the Associa- 
tion, of which he was an honorary life member. He 
was also captain, R.A.M.C., T.F., and held the 
Territorial Decoration. He did distinguished service 
during the war and was mentioned in dispatches at 
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various times throughout the campaign, receiving 
the D.S.O. in 1917 and the O.B.E. Military at the 
close of hostilities, attaining the rank of lieut.-colonel. 
He retired from practice soon afterwards and went to 
live at Wootton, I1.W., where he became county 
director of the British Red Cross Society for the 
island. 


SIDNEY HERBERT SNELL, M.D. Lond. 


Dr. Sidney Snell, who died on July 7th, received 
his medical education at University College, London, 
and graduated as M.B., B.S. Lond. in 1890 with 
honours in several subjects, proceeding in the follow- 
ing year to the M.D. degree. He was a successful 
student, obtaining gold medals at University College 
in physiology and histology, and after qualification 
he served as house physician, house surgeon, and 
resident obstetric assistant, and was also assistant 
demonstrator of physiology in the medical school. 
Before settling in practice he did much post-graduate 
work, was surgeon for the ear and throat at the 
Wandsworth school clinic, and clinical assistant at 
the Royal London Ophthalmic Hospital, the Central 
London Throat, Nose and Ear Hospital, and the 
Golden-square Hospital. He contributed at different 
times to these columns clinical notes and described 
also a design which he had perfected for an improved 
mastoid drill. Over 30 years ago he went into prac- 
tice in Scarborough ; later he moved to Christchurch 
where he developed a great interest in British orni- 
thology. Latterly he had practised in Bournemouth, 
but for some years had been in failing health. 





THOMAS FORREST, M.B., F.R.F.P.S. Glasg. 


Dr. Thomas Forrest, who died recently in a nursing- 
home in Glasgow, was connected throughout his life 
with the city. The eldest son of the late Dr. R. W. 
Forrest who practised in Glasgow, he received his 
medical education at the University of Glasgow. 
He graduated as M.B., C.M. in 1890 with first-class 
honours in more than one subject, and served as 
house surgeon and house physician to the Western 
Infirmary, Glasgow. He was appointed physician 
to the City of Glasgow Fever Hospital, and also 
dispensing physician to the Victoria Infirmary, and 
was for a time assistant to the professor of materia 
medica at Anderson’s College. He became interested 
in ophthalmic work, and was at one time assistant 
to the late Dr. Freeland Fergus, of Glasgow Eye 
Infirmary, while he had a considerable private con- 
nexion as an ophthalmological practitioner. He was 
67 years of age at the time of his death, and is sur- 
vived by his wife, a daughter, and two sons, one of 
whom is Dr. R. D. Forrest, who is assistant oph- 
thalmic surgeon to the Victoria Infirmary, Glasgow. 





THOMAS WETHERALL SPROULLE, 
L.R.C.P. & S.1. 


THe death took place on July 6th of Dr. 
Thomas Sproulle, the senior medical practitioner at 
Mirfield, where he had practised for over 50 years. 
He was a popular general practitioner, a keen sup- 
porter of the St. John Ambulance movement, and 
during the war did valuable work at a local hospital 
for wounded soldiers. He came of a notable medical 
family, for his father was a doctor, and he was the 
last survivor of five brothers who had all entered 
the medical profession. 
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MEDICAL APPOINTMENTS TO THE KING 





TuEsDAY’s London Gazette announces appointments 
newly made to the households of the King and of 
Queen Mary. In the following list an asterisk denotes 
that the person mentioned held the same offices 
in the medical household of the late king. 


HIS MAJESTY’S HOUSEHOLD 
Physicians in Ordinary.—*Viscount Dawson of 
Penn, P.C., G.C.V.0., K.C.B., K.C.M.G., P.R.C.P. ; 
Lord Horder, K.C.V.O., F.R.C.P. (formerly physician 
in ordinary to the Prince of Wales); *Sir Farquhar 
Buzzard, Bart., K.C.V.0., F.R.C.P. 
Physicians Extraordinary.—*Sir Maurice Cassidy, 
K.C.V.O., C.B., F.R.C.P.; Prof. J. A. Ryle, F.R.C.P. 

(formerly physician to the household). 





— Surgeon.—* Wilfred Trotter, F.R.C.S., 
-R.S. 

Surgeons.—*Sir Thomas Dunhill, K.C.V.O., C.M.G.., 
F.R.A.C.S.; Sir James Walton, K.C.V.O., F.R.C.S. 


(who also retains his post of surgeon to the household ). 
Surgeon Oculist.—Sir Stewart Duke-Elder, F.R.C.S. 
Consulting Surgeon Oculist.—Sir William Lister, 

K.C.M.G., K.C.V.0., F.R.C.S. (formerly surgeon 

oculist to the household). 

Manipulative Surgeon (new appointment).—Sir 
Morton Smart, K.0.V.O., D.S.O., M.D. 

Surgeon Apothecary to His Majesty and Apothecary 
to the Household.—*Sir Stanley ewett, K.C.B., 
K.C.V.O., K.B.E., M.D. 

Physician to the Household.—Arnold Stott, F.R.C.P. 

Surgeon to the Household.—*Sir James Walton, 
K.C.V.0., F.R.C.S. 

Surgeon Oculist to the Household.—Frank Juler, 
F.R.C.S. 

‘ ee Dentist to the Household.—*F. D. Donovan, 





Surgeon Apothecary to the Household at Windsor.— 
*Sir Henry Martyn, K.C.V.O., F.R.C.S. 

Surgeon Apothecary to the Household at Sandringham. 

*Sir Frederic Willans, K.C.V.O., M.R.C.S. 

Dr. Leslie McCarthy is reappointed coroner of the 
household of Windsor Castle. 


SCOTLAND 

Physicians.—*John Cowan, M.D.; *Sir Ashley 
Mackintosh, K.C.V.0., F.R.C.P.E.; Alex. Greig 
Anderson, F.R.C.P. 

Extra Physician.—Sir Robert Philip, M.D. (formerly 
physician to the King in Scotland). ; 

Surgeons.—* Prof. John Fraser, M.C., F.R.C.S.E. ; 
*Prof, J. R. Learmonth, F.R.C.S.E. 

Surgeon Oculist.—*Arthur Sinclair, F.R.C.S.E. 
Ds cam Dentist.—*L. C. Broughton-Head, M.B., 


Surgeon Apothecary to the Household at Balmoral.— 
*George Middleton, M.B. 

Surgeon Apothecary to the Household at Holyrood- 
house.—* Norman Carmichael, F.R.C.P.E. 


QUEEN MARY’S HOUSEHOLD 
Physicians in Ordinary.—Viscount Dawson of Penn, 
G.C.V.0., P.R.C.P. ; Sir John Weir, K.C.V.O., 


C.M.G. (formerly physician in ordinary to the Prince 
of Wales). 


Surgeons.—Sir Alfred Webb-Johnson, O.B.E., 
awe F.R.C.S.; Sir James Walton, K.C.V.O., 
‘RCS. 


ne Apothecary.—Sir Stanley Hewett, K.C.B., 
: Surgeon Oculist.—Sir Richard Cruise, G.C.V.O., 
F.R.C.S. (formerly surgeon oculist to the King). 
Surgeon Dentist—Guy Birt, ©.V.0., M.R.C.S., 
L.D.8. (formerly surgeon dentist to the King). 


No announcement is made about appointments 
to His Majesty in Ireland. 
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MIDDLESEX HOSPITAL PRIZE DAY 





THE annual presentation of prizes is henceforward 
to take place at the end of the academic year rather 
than at the beginning of a new one. This year it 
was held on July 2lst at the Queen’s Hall, when 
Dr. G. E. S. Ward gave the introductory address, 
and the Duke of Northumberland gave away the 
prizes. 

** Progress ”’ 


Dr. Ward directed his address primarily to the 
students, sketching out briefly what the student’s 
careerentailed. Hehadchosentheword “ progress’’ as 
the title of his address in order to show the phases 
whereby they would progress step by step towards 
what he hoped would be a high pinnacle of fame in 
the profession. He ran rapidly through the subjects 
taught in the first, second, and third years, and 
explained their importance. Those who became 
bored by studying the small bones, or perhaps the 
ramifications of the smaller nerve-fibres, should 
bear in mind the fact that no surgeon can hope to 
succeed in his art unless he knows accurately not 
only the structure, but also the position of the organs 
upon which he is operating, and many of the more 
obscure diseases of the nervous system could not be 
diagnosed at all without such detailed knowledge. 
The budding 2 ye beg who felt a sense of importance 
as he walked across the garden dangling: his first 
stethoscope should remember one of the many 
delightful aphorisms of Sir James Kingston Fowler, 
who used to say to his clerks, ‘‘ Gentlemen, the longer 
you keep your stethoscope in your pocket, the better 
physician you are likely to become.”’ It was the 
man rather than the instrument that counted. 

Realising that medicine, using the term in its 
widest sense, could best be learned at the bedside 
rather than from text-books or lectures, the members 
of the honorary staff of the hospital, in common 
with those of other teaching hospitals, had cut 
down routine lectures as far as possible, in order 
to leave the maximum time for practical clinical 
study. As to careers after qualification, Dr. Ward 
spoke of general practice, consultant practice with 
perhaps specialisation, or some of the Government 
medical services as possible avenues. The State 
was taking an increased share in the control of 
medical science. Though he personally was a firm 
believer in the so-called voluntary system, which 
still controlled the great centres of medical education, 
it was apparent to all that the Government was 
getting more and more control over the many and 
varied problems of vital importance to the bodily 
welfare of the nation. An increasing number of 
students would probably be eager to get appoint- 
ments in one or other of the medical services directly 
or indirectly under the State. Such appointments 
left men free from the financial worries incidental 
to the early years of private practice, worries which 
had become more acute in these days of high taxa- 
tion, and were intensified by a feeling of insecurity 
in times of world-wide unrest. There was in 
addition the knowledge that such appointments lead 
to a pension on retirement. Until a few years ago, 
there was no institution for the sick poor, except 
the voluntary hospitals or the poor law infirmaries, 
and everyone knows how loth people were to go to 
the latter, because they felt that by so doing they 
incurred some sort of stigma. All this has been 
changed. The London County Council having taken 
over these infirmaries in the London area, had set itself 
the stupendous task of establishing a vast group 
of hospitals, equipped with all modern requirements, 
and already there was a large medical service in 
existence offering every facility for first rate work 
to men who show keenness and ability. Such a 
service did not constitute a rival administration 
to that of our voluntary hospitals; a liaison had 
been formed between the two bodies by the appoint- 
ment of a number of consultants of the voluntary 


hospitals to the staff of the L.C.C hospitals, and 
this had proved a boon to medical students, in that 
it had made available the vast material of these 
hospitals for teaching purposes. Dr. Ward also 
referred to the colonial service and to the medical 
branches of the fighting Services as offering excellent 
careers. Those who intended to devote their lives 
to research were especially fortunate in having chosen 
the Middlesex Hospital, as the benefactors of that 
hospital had provided special accommodation and 
opportunities for such work in the Bland-Sutton and 
Courtauld institutes and in the Ferens Institute of 
Otology. 
The Dean’s Report 

The dean, Dr. H. E. A. Boldero, in his report 
referred to the pleasure it gave them to have with 
them their president, whose forebears had been 
president of the Middlesex Hospital without a break 
since 1750. This was the first occasion on which 
the president had himself presented the prizes 
to students and nurses. He spoke of the academic 
and other successes achieved by present and former 
students of the school, of the friendly relations 
which exist between it and the London County 
Council, and of the accommodation now available, 
thanks to Mr. Meyerstein, for 35 students to reside 
in the college attached to the hospital. The hospital 
had almost completed its rebuilding, but some of the 
school accommodation was still inadequate. The 
Council of the medical school was fully alive to the 
necessity of enlarging and improving the accommoda- 
tion of some of the departments, particularly the 
teaching classrooms and the students’ amenities, 
for example, the library, common rooms, restaurant, 
and athletic ground. A beginning had already been 


made. 
‘THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 

Surg. Comdrs. J. C. Sinclair to Ramillies ; G. B. Cockrem 
to Dolphin; and A. C. V. Green to Cumberland and to 
Kent (on transfer of flag). 

Surg. Lts. R. M. Bremner to Drake for R.N.B.; H. L. 
Cleave to President for course ; and D. Ewart to Pembroke 
for R.N.B. 

The following have received appointments as Surg.-Lts. 
for short service: R. W. G. Lancashire, Univs. Oxford 
and Manchester; 8S. Miles, Univ. Sheffield; B. M. 
O’Sullivan, Univ. Dublin; M. G. Peever, Queen’s Univ., 
Kingston, Ontario; W. H.C. Watson, Univ. Cambridge 
and St. Thomas’s Hospital; J. T. Wellwood, Univ. 
Dublin; I. Whittington, Univ. London and St. George's 
Hospital; and F. H. Williams, Univ. Sheffield. 


ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Comdr. H. E. Hall to Victory for R.N. Hosp., 
Haslar. 

Surg. Lt.-Comdr. D. C. 
Infirmary, Plymouth. 

Surg. Lts. D. M. Dean to Victory for R.M. Infirmary, 
Eastney ; and F. T. Land to Pembroke for R.M. Infirmary, 
Chatham. 

The above four names were inserted under Royal 
Naval Medical Service in error in THe Lancet dated 
July 18th. 

Surg. Lt.-Cmdrs. E. A. Gerrard to Effingham ; and R. 
Wear to Victory. 

Surg. Lt. T. H. Pierce to Pembroke. 

Surg. Lt. (D) R. D. Daly to Pembroke. 

Proby Surg. Sub-Lts. G. R. Dodds to Drake for R.N.B. ; 
and R. P. Phillips to Dolphin. 


ROYAL ARMY MEDICAL CORPS 
Temp. Commissions: Maj. J. D. C. Swan relinquishes 
his commission on account of ill-health, and retains the 
rank of Maj. 
REGULAR ARMY RESERVE OF OFFICERS 
Lt.-Col. H. H. Leeson, M.C., having attained the age 
limit of liability to recall, ceases to belong to the Res. 
of Offrs. 


Wilson to Drake for R.M. 
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TERRITORIAL ARMY 

Capt. and Bt. Maj. C. F. Mayne, O.B.E., to be Maj. 

Capt. J. H. Donnelly to be Maj. 

J. S. Minett (late Offr. Cadet, Cambridge Univ. Contgt., 
Sen. Div., O.T.C.) to be Lt. 

TERRITORIAL ARMY RESERVE OF OFFICERS 

Lt.-Col. A. E. Evans, having attained the age limit, 
retires and retains his rank, with permission to wear the 
prescribed uniform. 

ROYAL AIR FORCE 

Group Capt. R. H. Knowles to R.A.F. Depédt, Uxbridge, 
for duty as Senior Medical Officer and Officer Commanding 
Hospital. 

Wing Comdr. V. R. Smith to Superintendent of the 
Reserve, Hendon, for duty as Senior Medical Officer. 

Squadron Leader F. B. C. L. B. Crawford to R.A.F. 
Station, Abbotsinch, for duty as Medical Officer. 

Flight Lts. R. N. Kinnison to R.A.F. Hospital, Cranwell ; 
R. C. H. Tripp to No. 1 School of Technical Training 
(Apprentices), Halton; J. F. Dales to R.A.F. Station 
Tangmere ; F. W. P. Dixon to Princess Mary’s R.A.F. 
Hospital, Halton; J. M. Ritchie to No. 9 Flying Training 
School, Thornaby; and C. Crowley to Air Armament 
School, Eastchurch. 

Flying Offrs. C. F. R. Briggs to R.A.F. Hospital, 
Cranwell; R. F. Wynroe to R.A.F. Station, Hornchurch ; 
W. J. L. Dean to Home Aircraft Depét, Henlow ; and 
D. W. I. Thomas to Medical Training Depét, Halton. 


INDIAN MEDICAL SERVICE 
Lt.-Col. J. R. D. Webb, O.B.E., retires. 
Majs. to be Lt.-Cols.: P. A. Dargan and B. Sahai. 








MEDICAL NEWS 


R. Williams, C.B.k., I.M.S 


D.D.M.O.: Col. W. E. 
has vacated appt. in India. 


The following appointments have been made in India :— 

D.M.O. : Lt.-Col. J. Scott, D.S.O., O.B.E., I.M.S. 

A.D.M.S.: Col. W. E. R. Williams, O.B.E., I.M.S. 

Embn. Med. Offr., Bombay: Maj. G. D. Gripper, 
R.A.M.C. 

M.O. Equitation Sch. : Maj. C. A. Slaughter, R.A.M.C. 

M.O. Kitchener Coll.: Capt. C. F. Grafit, I.M.S., and 
Capt. W. 8S. Morgan, I.M.S 


Indian Medical Department.—Capts. (Sr. Asst. Surgs.) 
to be Majs. (Sr. Asst. Surgs.): F. J. D’Rose and E. E. 
Copcutt. 


DEATHS IN THE SERVICES 


The death occurred in London on July 19th of Surg.- 
Comdr. William Nichols Horsfall, R.N. (retd.). Born 
at Melbourne in May, 1880, he was the son of the late 
Jonas Horsfall. He was educated at Hawthorne College 
and the University of Melbourne and qualified there 
M.B., B.S. in 1902. For the next year he was resident 
surgeon at Auckland Hospital, N.Z., and then served in 
the Royal Navy as surgeon and staff surgeon from 1904-13 
and as fleet surgeon in the Royal Australian Navy, 
1914-15, becoming Surg.-Comdr,, R.N., in 1918. 
He was on the Admiralty special list of Emergency 
Officers. He had lectured in physiology in Sydney 
University and was a consultant in cardiology and 
contributed on that subject to the Medical Journal of 
Australia. He married Lucy, daughter of the late General 
Hastings, and resided for some time in Sydney. 








University of Oxford 


In a congregation on July 18th the following degrees 
were conferred :— 

D.M.—W. Gover. 

B.M.—D. L. Davies, A. W. Dawson-Grove, A. F. Foster- 
Carter, D. B. Fraser, W. E. Gibb, D. Kendall, R. W. G. 
Lancashire, P. R. W. Leigh, P. W. Morse, A. D. Pictor, H. Rees, 
H. M. Sinclair, E. G. Tuckwell, and B. B. Waddy. 


University of Cambridge 


At recent examinations the following candidates were 
successful :— 


D.M.R.E. 

Part I.—J. T. McGinn and I. G. McIntyre. 

Part II.—R. E. Alderson, Sylvia D. Bray, I. T. Dickson, 
Isaac Eban, N. G. Gadekar, R. B. Mehta, H. I. Osler, A. M 
Rackow, O. F. W. Robinson, A. I. Silverman, A. C. Sinclair, 


Edith H. Smith, Florence L. Telfer, William Tennent, and 
D. A. Wilson. 


University of London 


Dr. William James Hamilton, lecturer and deputy 
director of anatomy at St. Thomas’s Hospital medical 
school, has been appointed to the chair of anatomy at 
St. Bartholomew’s Hospital medical college. 


Dr. Hamilton is 32 years of age, and graduated at Queen’s 
University, Belfast, in 1929, having received the Smyth prize 
in surgery and the McQuitty exhibition. He held resident posts 
at the Royal Victoria Hospital during 1929 and 1930, and 
then went to Glasgow as demonstrator in anatomy in the 
University. In 1932 he became lecturer and the following year 
he was awarded the Struthers prize and gold medal in anatomy, 
and obtained the degree of D.Sc. In April, 1935, he took up his 
me position at St. Thomas’s Hospital, and in December 

© was recognised as a teacher of the University of London. 
This year he was elected to the fellowship of the Royal Society of 
Edinburgh and he has examined for the University of Glasgow. 
His published work is histological and morphological. 


Dr, Alexander Haddow has been reappointed to the 
Laura de Saliceto studentship for the year 1936-37. 


At recent examinations the following candidates were 
successful :— 


S. B. Adams, F. R. Berridge, George Friedlander, J. J. 
Magner, Aaron Meyer, R. K. Modi, H. E. Offord, Ihsan 


Qaimaqchi, Atul Rakshit, B. G. Thompson, J. A. Vote, and 
A. J. O. Wigmore. 


Part I.—A. K. M. Khan. 


D.P.H. 

Karl Biden-Steele, D. K. McIn. Chalmers, Mabel J. Cooke, 
Florence A. Craig, Patience Craig, C. M. Dighe, Janet M. Done, 
W. K. Dunscombe, Helen M. Evans, Leonora 8. Evans, Jane O. 
French, Mary L. Gilchrist, G. E. Godber, Irene B. M. Green, 
Marjorie K. Hall, H. D. Holt, Joyce B. Jewson, Winifred A. 
Kane, Elsa V. McLaggan, J. A. R. Murphy, W. J. Pinto, G. D. 


Pirrie, Eleanor G. Porter, T. R. Rama Pai, L. D. Sarronwala, 
P. N. Sathe, B. K. Sikand, G. B. Smart, R. L. Tiruchelvam, 
and Evelyn A. M. White. 

At recent examinations for the academic post-graduate 
diploma in bacteriology the following candidates were 
successful :— 

Catherine H. 8S. Begg, 
Dhirendrachandra Lahiri, 
Bishnupada Tribedi. 
University of Birmingham 


Sir Charles Hyde has offered the sum of £10,000 to the 
University towards the cost of the medical museum for the 
new school of medicine which is being built at Edgbaston. 
The gift is in memory of Joseph Chamberlain and it is 
suggested that the museum shall be called the Chamberlain 
Memorial Museum. 


University of Edinburgh 


Dr. Derrick Melville Dunlop has been appointed to 
the Christian Chair of Therapeutics in the university. 

Dr. Dunlop graduated in arts at Oxford in 
medicine at Edinburgh three years later. In 1926 he was 
appointed to the Alan fellowship of clinical medicine and 
surgery, and was elected fellow and president of the Royal 
Medical Society. He held resident appointments at the Royal 
Infirmary and at Chalmers Hospital, and thereafter was for a 
time in general practice in London. He took his M.D. in 1927, 
and in 1929 became a member of the College of Physicians 
of Edinburgh, being elected to the fellowship in 1932. He is at 
present lecturer in therapeutics and assistant in the department 
of tuberculosis at the University, and assistant physician to the 
Royal Infirmary. For several years he has investigated disease 
in the research wards attached to the biochemical department 
of the Infirmary. With Mr. C: P. Stewart, D.Sc., he has published 
a book entitled “ Clinical Chemistry in Practical Medicine,’’ 
and he has made many contributions to medical journals, 
including studies on the blood in tuberculosis, blood fats in 
muscular exercise, and the alkaline treatment of chronic nephritis. 
As a teacher of tuberculosis and of the chemical methods of 
investigating disease his powers of exposition have been much 
em ape both by the undergraduate and by the post-graduate 
student. 


International Congress for Microbiology : Exhibi- 

tion of Scientific Instruments 

This exhibition will take place in the department of 
physics, University College, Gower-street, London, W.C.1 
(by kind permission of Prof. E. N. da C. Andrade, F.R.S8.), 
on July 27th, 28th, and 29th, from 10.30 a.m. to 5 P.M. 
In view of the general interest of the unique collection of 
microscopical and other apparatus that will be displayed 
the executive committee has decided to open this exhibi- 
tion to medical men and other scientists who are not 
members of the congress. No cards are required. 


Evelyn M. Hill, D. L. 


Hughes, 
Farid Tabet, I. M. 
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Post-graduate Fellowship for Women 

One of the memorials to the late Dr. Christine Murrell 
will be a post-graduate fellowship to be based on a small 
fund to be administered by the Medical Women’s Federa- 
tion for the benefit of its members. The first award is to 
be made in the autumn, and medical women are invited 
to apply before Sept. 30th, to the medical secretary of 
the Federation, 9, Clifford-street, London, W.1. 


National Association for the Prevention of Tuber- 
culosis 

The annual report of this association describes the 
steps taken to influence legislation and to educate public 
opinion during the past year. It also contains an account 
of the Burrow-hill Sanatorium Colony Farm at Frimley, 
where some 75 boys receive clerical and horticultural 
instruction under medical control; in the opinion of the 
resident medical superintendent the educational activities 
prove ‘an invaluable complement’ to treatment. 
Outside Great Britain the Association has lately been 
concerning itself especially with the situation in Cyprus, 
where tuberculosis is very prevalent. The new Cyprus 
Anti-Tuberculosis League has been granted affiliation, 
and the council has contributed towards the establishment 
of the first tubercuiosis dispensary on the island. 

In his address inaugurating the annual conference 
of the association last week (whose proceedings are partly 
reported on p. 190), Sir Kingsley Wood, the Minister 
of Health, said that in England and Wales the total 
number of deaths from all forms of tuberculosis last year 
fell below 30,000 for the first time on record. The 
standardised death-rate from tuberculosis had fallen from 
1915 to 687 per million in less than forty years. It was 
regrettable, however, to find that of some 59,000 new 
cases of tuberculosis reported in 1935 about 5 per cent. 
became known only after death. The decline among 
females of 15-25 had been comparatively slight, and 
among males of 15-25 it had been less than at other ages. 


British Empire Cancer Campaign 

Lord Hailsham, who recently accepted the chairman- 
ship in succession to the late Marquis of Reading, presided 
at the fifty-ninth quarterly meeting of the grand council 
of the Campaign, at 12, Grosvenor-crescent, London, 
on Monday last. 

The following grants were approved: £1187 to Dr. A. 
Pollard, working at the Courtauld institute of biochemistry 
at the Middlesex Hospital, on a scheme of biochemical 
research inaugurated by the scientific advisory committee ; 
£150 to Dr. F. G. Spear, working at the Strangeways 
Research Laboratory, Cambridge, for the purchase of a 
low-voltage apparatus, and £700 for the purchase of a 
200 k.V. 10 ma. Greinacher set; £300 for six months, 
for work being carried out under the direction of Mr. F. C. 
Pybus, through the North of England Council of the 
Campaign ; £1256 for fifteen months to Dr. Alexander 
Haddow, who is transferring from his appointment in 
Edinburgh to continue research work at the Royal Cancer 
Hospital (Free) London; £320 to Mr. Nevill Willmer, 
working at the Physiological Laboratory, Cambridge, 
for technical assistance and purchase of apparatus; and 
£150 for six months to Mrs. Alice Leigh-Smith, D.Ph., 
working under the direction of Dr. Thomas Lumsden 
at the London Hospital. 

The grand council considered the scheme formulated 
by the central educational propaganda committee, of 
which Dr. Malcolm Donaldson is chairman, and, following 
upon the experience gained in the recent lecture organisa- 
tion in Hampshire, Sussex, and Kent, made a grant of 
£1233 for the further development of the scheme in the 
counties of Buckinghamshire, Berkshire, Bedfordshire, 
Essex, Hertfordshire, and Surrey. Mr. F. L. Hopwood, 
D.Sc., professor of physics at St. Bartholomew’s Hospital, 
was elected to the scientific advisory committee in place 
of Prof. W. 8S. Lazarus-Barlow, who has retired. A 
report was received from Mr. Cecil Rowntree, senior 
surgeon at the Royal Cancer Hospital (Free), and one of 
the delegates to the Union Internationale contre le Cancer, 
on the arrangements made for the Brussels Cancer 
Conference to be held in September. The next biennial 
informal conference organised by the Campaign will be 
held in the spring of 1937, 
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National Hospital, Queen-square, London 

A course of lecture-demonstrations on neurology will 
be held at this hospital from Oct. 5th to Dec. 4th, and 
a second course from Jan. 18th to March 19th. Further 
information may be had from the secretary of the hospital. 


Bosworth Park Infirmary, Market Bosworth 

This new hospital which has been built for the Leicester- 
shire public assistance committee was opened on July 15th 
by Sir Arthur Hazlerigg. It contains 177 beds. 


The Osler Club 

At a meeting of this club at the Langham Hote 
on July 13th Lord Horder delivered the ninth Oslerian 
oration, which is printed in full on another page. The 
hon. secretary, Dr. A. W. Franklin, who took the chair, 
said that Lord Horder had been Osler’s medical adviser, 
and it was therefore especially appropriate that he should 
give this oration. A lively discussion followed the oration 
during which Prof. Paterson Ross, expressing thanks for an 
interesting and stimulating address, disclaimed from the 
surgical side the part which, it was suggested, might be 
played by surgery in the treatment. Dr. A. Robb-Smith, 
Dr. John Beattie, Dr. G. F. Brock, Prof. Leonard 
Findlay, Dr. J. D. Rolleston, Mr. H. Rodgers, Dr. Stephen 
Taylor, Dr. E. R. Cullinan, Dr. E. T. C, Spooner, and 
Dr. W. R. Bett also spoke. 

The oration was preceded by a dinner at which the 
memory of Sir William Osler was toasted in silence. 


Coéperative Medical Research in East Africa 

A second conference has recently been held at Nairobi 
with the object of promoting codperation in medical 
research throughout East Africa. Dr. A. R. Paterson, 
director of medical services in Kenya, presided and Sir 
Joseph Byrne, the Governor of the colony, opened the 
proceedings. In addition to representatives of Kenya, 
delegates attended from Nyasaland, Tanganyika, Uganda, 
and Zanzibar, and Dr. Luc Fontana, director of medical 
services, Eastern Province, Belgian Congo, and Sir Robert 
Archibald, adviser in medical research in the Sudan, 
were also present. A large programme occupied the 
attention of the members and a wide variety of subjects 
came under discussion. Attention was again directed to 
the lack of information as to the nutrition of the African 
and of such fundamental conditions as his basal metabolism, 
his normal blood count, and other aspects of hematology. 
Arrangements were again made for the prosecution 
of investigations at centres where special opportunities 
exist and also for general research throughout the areas 
where collective work on a large scale offer greater advan- 
tages. On the administrative side the conference agreed to 
recommend to the Governors’ Conference the appointment 
of a Standing Committee for Medical Research in East 
Africa. This committee would have as chairman the 
secretary of the Governors’ Conference and would include 
the directors of the medical services of Uganda, Kenya, 
Tanganyika, Nyasaland, and Zanzibar with a representative 
of the Sudan and two or three unofficial members. The 
Governors’ Conference has agreed to the appointment 
of such a standing committee, which is held to have 
many advantages over short yearly conferences at which 
the agenda list is apt to be overloaded. 

The spirit of codperation was further exemplified at the 
combined meeting of the East African branches of the 
British Medical Association held at the end of May at 
Kampala under the presidency of Sir Albert Cook. Here 
again the Sudan (represented by Dr. Cruickshank) 
collaborated with delegates from the various East African 
territories. The interest taken by the administration 
in these meetings was again manifested by the address 
given by the Governor of Uganda in opening the con- 
ference. The Kampala meeting lasted four days and a 
large number of scientific subjects were discussed and the 
veteran president, Sir Albert Cook, contributed a masterly 
survey of his 40 years’ work in the Protectorate. An 
important feature of the conference was a joint session with 
veterinary officers from the various territories and from 
the Belgian Congo and the Sudan. The reports of both 
medical and veterinary conferences at Nairobi have been 
published by the Government printer, Nairobi, and 
are now available for consultation, 








234 THE $ LaNOnE) 


MEDICAL DIARY.—APPOINTMENTS.—VACANCIES 


[soLy 25, 1936 








Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


INTERNATIONAL SOCIETY FOR MICROBIOLOGY. 
SATURDAY, July 25th, to AuGUsT Ist.—Congress at Uni- 
versity College, Gower-street, London School of 
Hygiene, Ke pel-street, and Wellcome Research 
Institute, Euston-road. (The programme was set out 
in THe LANcET of June 27th, p. 1490.) 


LECTURES, ADDRESSES, DEMONSTRATIONS. &c. 


not gg | POSTGRADUATE MEDICAL SCHOOL, Ducane 
road, W. 
Monpay, July 27th.—2.15 pP.m., Dr. Duncan White; 
Radiological Demonstration. 

WEDNESDAY.—Noon, Clinical and Pathological Conference 
(Medical). 2.30 P.m., Clinicel and Pathological Con- 
ference (Surgical). 

THURSDAY.—2 P.M., Operative Obstet ‘cs. 

FrRMDAY.—2.15 P.M., De ——— of Gynecology: Patho- 
logical Demonstrat 

Daily, 10 a.m., to 4 P.m., Medical Clinics, Surgical Clinics 
or Operations, Obstetrical and Gynecological Clinics 
or Operations. 


MAO 30. _ Appointments 


ANDERSON, Mary J. B., M.B. St. And., D.P.H., has been 
appointed Junior Assistant School Medical Officer for 
Nottingham. 

ARMSTRONG, R. W., M.D. Belf., D.P.M., Medical Superintendent 
of the Oxford Gounty and City Mental a Littlemore. 

BATEMAN, G. H., B.M. Oxon., F.R.C.S. Eng. pes. Assistant 
Aural Su: eon % the Royal Waterloo Hospital 

BELL, A. A MB D.P.M., Medical Superintendent at 
Perth Diletrict baa Murthiy 

BROCKINGTON, C. F., M.D. Camb. D.P.H., Assistant Gogaty 
Medical Officer of Health for West Sussex and Med 
Officer of Health for the united districts of Horsham ana 
Petworth. 

CRANE, CATHERINE B., M.B. Lond., D.P.H., Assistant Medical 

i Officer of Health for York. 

HENDERSON, PETER, M.D. Aberd., D.P.H., Deputy Medical 
Officer of Health and Deputy School Medical Officer for 


Le 
num T., M.B.Lond., F.R.C.S. Eng., Hon. Assistant 
—— to the Royal National Orthopedic Hospital, 


Certify Su rgeon under the Factory and Workshop Acts: 
rng 8. Firth (Enfield District, Middlesex). 











Vacancies 





For further information refer to the advertisement columns 
yy Victoria Hospital.—H.S., £150. 


Air a ane “ae Home Office. —Instructors in Anti- 
as Measures, £550. 
Alben “Dock Hospital, Connaught- road, E.—Res. M.O., at rate 


of £110. 

Horton General Hospital. —R. on O., at rate of £150. 
Barry Surgical Hospital.—Res. M.O., 
Bedford County Hospital.—Second HS. ri50. 


—— 
Qo 





Biri Municipal Hospital. —Three Res. M.O.’ 's, each £300. 

Seni. Ear and Throat Hospital.—Second H.S., at rate 
oO! 

eee oy a House.—Two Jun. Asst. M.O.’s, each 


at rate of £20( 
Seeeeeem. Selly Oak Hospital.—Jun. M.O.’s, each at rate of 


Blackburn Brockhall ete Institution for Mental Defectives), 
Bolton, Povnieys Hospita, ¥ Farnworth —Asst. M. O., £225. 
‘ord Infirmary.— Res. ‘i 4 and Asst. Patho- 


, £160. 
Sussex County Hospital.—Ca —Cas. HS., £120. 
ro non’ Sanatorium and Infectious Disease Hospital. —Jun. 
Res. M.O., at rate of £250. 
~ a Memorial Hospital.—Jun. Res. M.O., at rate 


Sree: Generel Hooptial — Con. H.S., at rate of £100. 
, Ducane-road. 


Postgraduate . W.—Cas. O., 
rier TTY Also H.P. and H.S. 
Addenbrooke’s Hospital.—H.S.and Res. Anesthetist 
d Emergency Officer, at rate of £130 respectively. 
Ci ry Hospital.—H. 6500. cate, of £125. 


Association. 
Tuber. Officers, each £250, also 
pa] Asst. Res. M.O.’s for North Wales Sanatorium, each 


City Boga Diseases of the Heart and Lungs, 
“7, tandem Park. H.P — rate ‘rate of £100. 


Colchester, Essex County Hospital.—H.P., £1 

Coventry City Council.—Asst. School M. 0: + M.O.H., £500. 

Dewsbury and District General Infirmary.—Sen. H.S. and Second 
H. S. £200 and £150 respectively. 

Doncaster Royal Infirmary.—H.8. to Eye and Har, Nose, and 


Throat Dept, £175 
Dover, Royal V ictoria Hosp ital.—Res. M.O., £180. 
Biting, King Edward M. Memorial Hospital.—Sen. and Jun. Res. 


osp 
= ‘8, at rate of £200 and £150 respectively. 
emorial Hospital 


—_ rne, Princess Alice M —Res. HS., 
East Ham_Memorial Hospital, Shrewshury-road, E.—Res. M.O., 
H.P.. at rate of 2 £200 and £150 respectively. 

East gigthian, EK Fortune Sanatorium.—Sen. Res. M.O., 

Evelina * iospital for Sick Children, Southwark, S.E.—H.S., 
at rate of £120. 

— -™ ial Victoria Hospital.—Jun. Res. M,0., at rate. 
of £120. 

Golden-square and Ear Hospital, W.—House 


Throat, Nose, 
Anesthetist. Also H. S., £150 and £100 respectively. 

Great Yarmouth General Hospital. —H.S., £140. 

Grimsby and District Hospital.—Sen. H.S., £200. 

Hampstead General and N.W. Londen Hospital, Haverstock- 
ill, N.W.—Clin. Asst. to Ear, Nose and Throat Dept., 
Bayham-street. 

—- Royal East Susser Hospital—Jun. H.S., at rate of 


mateo General Hospital.—H.P., also H.S. and Cas. O., 


Huddersfield Royal Infirmary.—Cas. O., at rate of £200. 
Hull Royal Infirmary.—First H.S., at rate of £150. 
Inverness County. trict Pistoia et Asst. M.O., £600. 
ater | — District Hospital.—Res. M.O., at rate 
of £180 
Leamington Spa, Warneford General Hospital—Jun. H.S., at 
rate of £150 
nfirmary.—Hon. Asst. epetston to Dermato- 
logical Dept., also Hon. Asst. Surgeo: 
Liverpool, St. Paul’s Eye Hospital, Oldhall -street.—H.S., at 
rate of £145 
Un niversity. —Readership in Physiology, £600. 
Maidstone, Kent County Ophthalmic and Aural Hospital.— 
H.S. to Ear, Nose, and Throat Dept., at rate of £200. 
Manchester, of York Hospital or Babies.—Sen. and 
Jun. Res. M.O.’s., at rate of £125 an baad senpertavery- 


Manchester Ear Hospital. —Hon. Asst. Su 

ee Royal Eye Hospital.—Out- Patient's M.O.’s, each 

Manchester Royal Infirmary.—Four Medical Chief Assts., each 
£300, also Cardiographic = ?, aim. 

Manor House Hospital, . N.W.—IJun. M.O., £200. 

Mount Vernon Hospi erteeed. ~H. S., £150 


S W.—Two Res. H.S ’s, each at rate 
Neweastle-upon- ore Hospital for Sick Children.—Res. Surg. O., 
S.. fd rate of £100. 

Nottieohom tity Hospit 8., at rate of £150. 

Nottingham Hospital or for Plena: —H.S., at rate of £150. 

Plymouth, Prince of Wales’s Hospital, Greenbank-road.—Res. 
Anesthetist and H.S., at rate of £120 

Portsmouth Royal Hospital. it P, -, at rate of £130. 

Portsmouth, St. Mary’s Hospital.—Jun. Asst. Res. M.O., £250. 

Preston, Sharoe Green Hospital.—Sen. and Jun. Res. M.O.’ 8, 
at rate of £200 and “ae, respectively. Also Jun. Asst. 
Res. M.O., at rate of £ 

err Lowise Bone ba Boy Hospital for Children, St. Quintin- 

W.—H.S., Lat rate of £120-£150. 
Guar. m Charlotte's Maternity Hospital, Marylebone-road, N.W.— 
Res. M.O. for Taolation Hospital, at rate of £200. 
ome . | aan for Children, Hackney-road, E.—H.S., at rate of 


pea y Bee Hospital for the East End, Stratford, E.—Cas. 
and Out-Patient Officer, £150 
Reading, Royal Berkshire Hospital. —H.S. and Cas. O., each at 


Adate Tndrmary and piepeeey _ P., £150. 

n lea 

Royal Naval Medical Service.—M.O 

Ruthin Castle, Nerth Wales.—Jun. Res. Physician, £200. 








Ryde, Royal Tsle of Wight County Hospital.—Res. H.S., £180. 

St.. Barthol "s H 1 Medical College, E.C _—Demonstrator 
6 vrei “Physiolog the 

Sheffield Royal Hospital.—Surg. 


Southampton Free Eye Hospital. tt. s., £150 
South Eastern Hospital for Children, ‘Sydenham, S.E.—Res. 
M.O., at rate of £100. 
Southend-on-Sea 
at rate of £100. 
Southern Rhodesia, Rhodesia House, 429, Strand, W.C.—Technical 
Assts. for Government Laboratories, each £375. 
ital for Women, South Side, Clapham Common, 
hysician. 
Southport General Infirmary.—Two Ju n. H.S.’s, each £150. 
Stoke-on-Trent, Longton Hospital.—H.S £160. 
— Medical Servtce.- MLO. O., £E.720 
poguan, 2 Hospital poe f a £175. 
Waloat General Hospital.—H.8., at rate of £150. 
Weir seapaas, Grove-road, Batham, S.W.—Jun. Res. M.O., 


15¢ 
Ww eatminser Hospital, Broad Sanctuary, S.W .—Asst. Pathologist, 
£40 


Weston- hier -Mare gp Res, a. s., 
Ww —— Royal H: *. & / ae and Surg. 


Reg., £2250. 
Woolwich’ and D District War Memorial Hospital, Shooter’s-hill, 
S.E.—H.8. ~ rate of £100. 
vane Vi Hospital.—Jun. Res., at rate of £120. 
tehice Ghildren's Orthopedic Hospital. _Kirbymoorside.— 


—H.S., aiso Cas. O., each 
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NOTES, COMMENTS, AND ABSTRACTS 





THE NUTRITION OF THE AFRICAN NATIVE 


THE Heath Clark lectures! for 1935 deal with 
nutrition from the refreshingly wide point of view 
which one would expect from such an experienced 
agriculturist as Sir Daniel Hall. Many African tribes 
are getting into trouble. European control has put 
an end to war and raiding, aud as a result the popula- 
tions of men and animals have greatly increased. 
For men there is no longer room for the traditional 
shifting cultivation with which they are familiar, 
and there is lacking a good leguminous crop to 
enrich the soil with nitrogen as well as any system 
of collecting nitrogenous manure. For animals there 
is not enough to eat, the grazing grounds are over- 
stocked and stripped so that in hilly places the 
earth is washed away by the heavy rains. As a 
result the food of the African, never too satisfactory, 
is deteriorating, and with it his general physique 
and health. The Bantu certainly starve in the 
midst of plenty, for they possess enormous herds 
of scrawny cattle, sheep, and goats which are kept 
as signs of status and prestige and used for food _— 
on ceremonial occasions. The situation, Sir Daniel 
says, is dangerous but it can, at any rate on paper, 
be easily cured: what are needed are continuous 
cultivation with a suitable crop rotation, a manure- 
making method like the Indore composting, and a 
reduction of the animals within the capacity -of the 
land and their use in meat and milk. The rude 
health of the savage is as imaginary as the rude 
health of our own forefathers: it can no doubt be 
improved by better feeding, and though the direct 
relation of many of his parasitic diseases to nutrition 
is problematical, there can be no doubt that a sense 
of lively well-being is the first step towards an improve- 
ment in sanitation. The underfed and miserable 
cannot be bothered to keep themselves and their 
surroundings clean. 


JOHN HUNTER IN PORTUGAL 


EVERY new item of information about John Hunter 
is of interest, but considering the regular way in 
which for 120 years official and other disquisitions 
have been delivered upon his life and work it is 
surprising that anything new can remain to be said. 
In the July number of the Annals of Medical History, 
however, Dr. Fenwick Beekman, writing on Hunter’s 
activities in Portugal during the British campaign 
in 1760, prints two recently discovered letters which 
are of interest as showing that Hunter was the 
reverse of happy during the military expedition, 
and was not at that early stage of his career regarded 
as a man of any scientific importance. One of the 
letters written to Lord Loudoun, then commander- 
in-chief of the British forces in Portugal, pleads for 
advancement in the medical service, promising that 
his appointment will cause no extra expense; the 
other is a little note to an apothecary confessing that 
nothing more occurs to Hunter in the treatment 
of a case, the patient evidently suffering from the 
exigencies of military service. The new material 
may seem trivial, but students of medical history 
will be glad to have it, for the letters throw light 
on methods prevalent in the medical service of 
the British army, and Dr. Beekman accompanies the 
documents with careful biographical notes on the 
persons referred to. 


SURGERY IN GENERAL PRACTICE 
THE difficulties and limitations of surgery in general 
practice are discussed by Dr. James B. Simpson in 
the current number of the Edinburgh Medical Journal, 
and he describes two cases illustrating how things 





*The Improvement of Native Agriculture in Relation to 
Population and Public Health. ay Sir Daniel Hall, K.C.B. 
LL.D., DSe., F.R.S. London: Humphrey Milford, Oxford 
University . 1936. Pp. 104. 108. 6d. 





may sometimes, and unexpectedly, go right. The 
first was that of an old crofter who, having frac- 
tured his right thigh as a result of tumbling out of 
his cart whilst in a state of alcoholic exhilaration, 
was left with a degree of shortening sufficient to 
cause an obvious limp. Ten years later, in similar 
circumstances, he repeated the performance, but this 
time fractured his left thigh. Dr. Simpson, who was 
called in to deal with the second fracture, contrived 
to. produce the same degree of shortening in the left 
lower limb as already existed in the right, and so 
cured the limp. The second case was that of a boy 
first seen on the second day of an acute intestinal 
obstruction which had been treated by the mother 
with castor oil. The boy was too ill and too far 
from a hospital for any operation to be contemplated. 
Dr. Simpson considered the prognosis hopeless and, 
with a view to making the boy more comfortable, 
decided to move him to the house of a local nurse. 
The track was rough and the boy was much jolted 
about in the pony-cart hastily requisitioned to serve 
as an ambulance. However, he was still alive when 
he arrived at the nurse’s house and shortly afterwards 
his bowels acted. He recovered completely. Dr. 
Simpson assumed that a volvulus may have become 
untwisted as a result of the jolting of the cart. 


ADVICE TO THE YOUNG DOCTOR 


JUDGING by the quantity published there must be 
a steady demand for books advising young doctors 
how they should conduct their lives. It would be 
interesting to know who reads them. That they are 
read by the young doctors themselves is most 
improbable, for the young are notoriously averse 
from asking or accepting advice from their elders 
and self-styled betters. A little book,’ which reaches 
us from America, is too full of tedious moralisation 
to — to any but the most earnest-minded, though 
the lofty code of ethic preached in one place 
degenerates sadly into a mere morality of expediency 
in another. Thus, for example, the young doctor 
starting in practice is enjoined to take trouble with 
his early patients although most of them may be 
** deadbeats ” or worse. He is urged to take this 
trouble because he owes a duty to suffering humanity 
—but also, because these same ‘“ deadbeats’’ may 
advertise him to more worthy patients. Later, when 
firmly established, he is advised to shunt his ‘* dead- 
beats’’ on to the latest newcomer. But what, we are 
tempted to ask, about his much-vaunted duty to 
suffering humanity ? We feel that the young doctor 
who modelled his life on these lines might be urbane 
enough but perhaps a trifle too smug and, we might 
add, sly to suit all tastes. For the rest, the advice 
given is practical and sound if, perhaps, obvious and 
not very original. 


A CODE FOR THOSE BEREFT OF SPEECH 


Wir the entirely laudable object of helping those 
who, through disease, have temporarily or per- 
manently lost the power of speech, Dr. Wellesley 
Bailey of Philadelphia has evolved and tabulated a 
code-language of eye signs (printed by the Hamilton 
Press, Bermuda) which might, he thinks, with advan- 
tage be universally adopted as a means of communica- 
tion between such afflicted persons and the doctor or 
nurse in attendance upon them. The system com- 
prises some 50 distinct eye or eyelid movements, 
and covers a surprising conversational range. Thus, 
for example, an affirmative answer is indicated by 
partly closing the right eye for two or three seconds ; 
a negative, by partly closing the left eye for three 
or four seconds. To stare at a person or thing means 
a query, who or what is this? To stare forward and 
then suddenly upward means hunger; to stare 


“Doctor of the Old 


'The True Physician. The Modern 
y London: Macmillan 


School.” By Wingate M. Johnson, M.D. 
and Co.,Ltd. 1936. Pp. 157. 7s. ; 
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forward and then suddenly downward, thirst, and so 
on. Though the difficulties of its application are 
great and the description of the system full of uncon- 
scious humour, the author was obviously led to 
devise it by a keen sympathy with those bereft of 
speech, and we trust he will succeed in his object 
of enabling them to communicate more easily with 
their attendants and advisers. 


INNERVATION OF THE LIVER 


A JAPANESE investigator, Seitaro Matsumoto, 
claims! to have produced experimental cirrhosis of 
the liver by feeding rabbits with large amounts of 
either sugar or lanoline after section of the vagus 
nerves. Almost any contribution to the list of 
possible causes of cirrhosis is useful if only to help 
to eliminate the idea that there is one single “‘ cause, 
be it alcohol or a hypothetical intestinal toxin. Too 
much argument has been wasted in the past on trying 
to decide the ‘‘ cause’’ rather than the conditions 
favouring cirrhosis of the liver. Matsumoto’s work 
has a further interest in so far as it deals with the 
innervation of the liver. Everyone who has dis- 
sected out the structures in the lesser omentum 
must have been surprised by the enormous volume 
of nerve trunks running to the liver, and bothered 
by their toughness and ramifications. We know 
little about the function of these nerves, and are 
unlikely to learn more until, perhaps by the work of 
an experimental surgeon working in collaboration 
with a biochemist, we are able to ascertain what 
happens when some of them are ligatured or severed. 


THE LAWN-TENNIS UMPIRE 


Dr. F. H. Pearce, who for over 30 years officiated 
as an umpire at Wimbledon and must thus have 
gained an unexampled experience in discharge of 
a difficult task, explains in this little book * the things 
which have to be particularly regarded if errors 
are to be avoided. It is quite clear that umpiring 
at lawn-tennis is extremely difficult; it is a duty 
requiring eye and ear to be on the alert and neces- 
sitating fair judgments in situations where practically 
no time for thought occurs. Dr. Pearce’s reflectiors 
and experiences will be of wide interest now that 
lawn-tennis has so many enthusiastic votaries and 
competitions take so high a place in social life. 


TRAINING FOR HEALTH AND ATHLETICS 


EXERCISE is defined as “ bodily exertion for the 
sake of keeping the organs and functions in a healthy 
state’? by Mr. H. M. Abrahams and Dr. Adolphe 
Abrahams in a recent book,* the first part of which is 
concerned with general principles. Increasing urbani- 
sation, the authors remind us, implies an increasing 
need for exercise if we are to keep fit, for the further 
we get from the wholesome rigours of a primitive life, 
the more we become exposed to the dangers of a 
sedentary one. ‘‘ Tabloid ’’ systems, they think, are 
of limited value; to experience the full benefits of 
exercise, movement through the air and the stimulus 
of competition to chase monotony are essential. 
Much as they believe in it, the authors make no 
extravagant claims for exercise as the be-all and 
end-all of health. They do not consider, for example, 
that it is much of an aid to “ slimmers.” Various 
forms of activity such as golf, cycling, rowing, dancing, 
and swimming are evaluated, and exercise for the 
middle-aged and the physically defective is discussed. 
In a note on exercise for women the authors express 
disapproval of feminine participation in things so 
highly competitive as track-athletics or tournament 
lawn-tennis, a view which some will condemn as 
Victorian, <A short chapter on violent exercise follows 
and the rest of the book is devoted to the particular 





: Japancse Jour. of Gastgcenterclosy, 1936, viii., 1. 
* Lawn Tennis: Hints on Linney By Dr. F i. Pearce. 
Oxford: Shakespeare Head Press. 1936. Pp. 5a. 2s. 6d. 

* Training for Health and Athietics, London: Hutchinson 
and Co.,Ltd. 1936. Pp.192. 2s. 6d. 


business of training for track-athletics, which imebndes 
cross-country running, hurdling, high and _ long 
jumping. Technique, dietetics, injuries, and dis- 
abilities are all sanely and authoritatively considered. 
The book, illustrated with many good photographs, 
is to be commended, especially to all young persons 
interested in athletics. 


WOMEN’S HOLIDAY FUND 


WE have received an appeal on behalf of this fund 
signed by the Bishop of London, the Dowager 
Countess of Leven, Sir George Blacker, the Rev. 
Father Devas, the Rev. J. Scott Lidgett, and Mrs. 
Alfred Loder, chairman of the executive committee. 
The fund, they recall, was founded in 1895 for the 
purpose of helping to arrange holidays of one or 
two weeks at the seaside for working women living 
in the poor and overcrowded districts of London. 
Last year 1260 women and 626 children (under 
5 years of age), with their mothers, were sent away 
by the society. The women pay what they can 
towards their holiday, but in addition £2 has to be 
raised for each one helped. Donations should be 
sent to the secretary of the fund at Denison House, 
Vauxhall Bridge-road, S.W. 


THE PRICE OF INSULIN—BooTs: A CORRECTION. 
An advertisement submitted to us by Messrs. Boots, 
and published on p. 13 of our general advertiser last 
week, contained a statement of prices which is now 
some months out of date. The present prices for 
Insulin-Boots are as follows :—Ordinary strength : 
5 c.em, vial (100 units), ls. ; 10 c.cm. vial (200 units), 
ls, 104d.; 25 c.cm. vial (500 units), 4s. 6d. Double 
strength: 5 c.cm. vial (200 units), 1s. 10$d.; 10 c¢.cm. 
vial (400 units), 3s. 8d. Quadruple strength: 10 c.cm. 
vial (800 units) 7s. ld. 





Births, Marriages, and Deaths 


BIRTHS 


LAWIE.—On July 17th, at Welbeck-street, London, the wife 
of Major Wm. Lawie, M.B., I.M.S., of Allahabad, of a 
daughter. 

LIVINGSTONE.—On July 18th, the wife of James L. Livingstone, 
F.R.C.P., of Harrington- ‘gardens, S.W.7, of a daughter. 
UnswortH.—On July i16th, at Liverpool, the wife of Dr. 

Cuthbert Unsworth, of a son. 

Wriecat.—On July 12th, at Modbury, Devon, the wife of 

Dr. K. H. Wright, of a son. 





MARRIAGES 


May—Drves.—On July 16th, at St. Lawrence Church, Ridgewell ’ 
George William May, M. B., of Ware, Herts, to Phyllis’ 
fowsout daughter of Mr. and Mrs. J, Dines, of Ridgewell’ 


sseX 
DEATHS 


HorsFALL.—On July 19th, f, ‘me Ty W., Surg.-Comdr. 
William Nichols Horsfall, B., B.S. Melb., "RN. (retired), 
of Bermuda and prom Ty 

LowrE.—On July 14th, in St. Bartholomew’s Hospital, Francis 
H. awe, M.R.C.S S., of Camden Lodge, Peckham-road, 
London, 8.E.15. 

MaIn.—On July 14th, Robert Main, M.D. Brux., EB SP. 
Edin., of AlexandraV illas, Finsbury Park, N.4, aged 7 
PowELL.—On July 14th, suddenly, at Normanhurst, Seaton, 

Devon, John Allman Powell, M. D. Dub., aged 76. 

Roore.—On July 15th, at Willow- road, Hampstead, N.W.3, 
Mary Frances Roope, M.R.C 

Rvusra.—On Monday, July oothe “Henry Homer Rubra, M.D. 
Brux., M.R.C.S. Eng., of Fast Finchley, aged 66 years. 

WEST. a July 18th, Lieut.-Colonel Richard Milbourne West, 
D.S.0., O. BE. a M.D. Durh., R.A.M.C. (T.), of Wootton, 
I.W., aged 6 

WILKINSON.- shy ‘July 15th, at Weybridge, Surg.-Captain 
Edgar Sheldon Wilkinson, M.B. Durh., R.N.(retired). 


N.B.—A fee of 18. 6d, is charged for the insertion of Notices of 
Births, Marricges, and Deaths. 


RADCLIFFE INFIRMARY, OXFORD.—There are now 
over 100,000 members of the contributory scheme of this 
hospital and the amount raised last year was £43,279 
an increase of £2731 on the previous year which in 
turn had established a reeord. 









